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ABSTRACT
High rates of trauma exposure among youth in the United States and the
detrimental effects of trauma on students’ psychosocial and academic outcomes are wellestablished. Such findings have engendered the emergence of trauma-informed schools
across the nation. While research regarding trauma-informed schools has understandably
focused on the needs of students, shockingly little is known about teachers’ experiences
in working with trauma-exposed students. In particular, very few studies have examined
the relationship between teachers’ indirect exposure to student trauma and related
symptoms of secondary traumatic stress (STS), as well as factors that may predict STS
levels or explain variation in the development of STS. Given that prior research has
documented the adverse impact of STS on mental and physical wellbeing, workplace
performance, and career longevity in other professions, this dearth of knowledge
regarding teachers’ experiences is concerning. Furthermore, STS is expected to be
directly linked to a teacher’s attitude toward trauma-informed care (TIC) implementation
(a likely indicator of TIC-aligned behavior and probability of supporting TIC). The
relationship between STS and teachers’ attitudes toward TIC implementation in schools,
however, has rarely been explored. Thus, the current study seeks to contribute to the
extant research by examining the following aims: 1) characterize teachers’ indirect
exposure to students’ traumatic experiences and STS, 2) investigate the relationship
ii

between indirect exposure to student trauma and STS, and test possible direct and
moderating effects of individual-, interpersonal-, and organizational-level factors on STS
development, and 3) explore the relationship between teachers’ attitudes toward TIC care
in schools and STS, as well as TIC-relevant attitudes and individual-, interpersonal-, and
organizational-level factors. Participants included a sample of 135 teachers (overall age
range = 20 – 61 years or older; Median age range = 31 – 40 years; 83% female) recruited
from school districts across four regions (Lawrence, KS; Kansas City, KS/MO; Denver,
CO; Los Angeles, CA) in the United States. Results indicated that teachers were exposed
to relatively high levels of trauma exposure and high levels of STS and PTSD. Indirect
exposure to student trauma, self-efficacy, and direct personal trauma exposure predicted
higher levels of STS while teaching commitment and social support at school predicted
lower levels of STS (p < .05). Path analysis models revealed that STS, self-efficacy,
social support at school, teacher commitment, and personal trauma exposure were
differentially associated with domains of TIC-aligned attitudes among teachers (p < .05).
Implications for supporting teachers’ resilience and role within trauma-informed schools
are discussed.
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CHAPTER ONE: INTRODUCTION
Rates of trauma exposure among youth in the United States have reached
alarmingly high levels (Crouch, Hanson, Saunders, Kilpatrick, & Resnick, 2000;
Finkelhor, Turner, Shattuck, Hamby, & Kracke, 2015). National survey data suggest that
up to 60% of youth may be exposed to traumatic events (e.g., physical assault, sexual
victimization, child maltreatment, witnessing family or community violence, school
bomb or attack threats; Finkelhor et al., 2015). Of particular concern, trauma exposure
confers an increased risk for a number of negative outcomes, including poor
psychological wellbeing (Kessler et al., 2010), clinically significant behavioral or
emotional problems (Burns et al., 2004), poor academic achievement (for a review, see
Stone, 2007), and low school attendance (Stempel, Cox-Martin, Bronsert, Dickinson, &
Allison, 2017). Within the school context, trauma-exposed students are more likely to
demonstrate challenging or disruptive behaviors that are typically met with traditional
disciplinary actions, such as being suspended from school (Cooper, 2010). Notably,
students who experience frequent suspensions face an elevated risk of dropping out of
school (Porche et al., 2011).
Importantly, the implementation of trauma-informed approaches in schools is an
effective way to meet the unique needs of students exposed to trauma (Copeland, Keeler,
Angold, & Costello, 2007). Trauma-informed schools seek to create a safe, supportive
1

climate, in which school personnel are encouraged to view and respond to students’
behaviors with an understanding of the detrimental impact of trauma (Wolpow, Johnson,
Hertel, & Kincaid, 2009). While research and interventions regarding trauma-informed
schools have understandably focused on the challenges and needs of the students,
surprisingly little is known about the teachers’ experiences working with trauma-exposed
students. More specifically, scarce research has investigated the amount of indirect
trauma exposure teachers experience and the ways in which trauma exposure and other
factors impact the development of STS. This lack of knowledge is worrisome given the
harmful effects of STS on a variety of aspects of an individual’s life, such as mental
wellbeing (Craig & Sprang, 2010), social connections, and workplace performance (for a
review, see Collins & Long, 2003). Understanding the impact of indirect trauma on
teachers is also useful in determining and supporting teachers’ roles within traumainformed care (TIC) in schools. Specifically, it is expected that STS is directly related to
teachers’ attitudes toward TIC, which represents a likely determinant of teachers’
behaviors related to supporting TIC implementation. Indeed, it may be that the presence
of STS represents a potential barrier to a teacher’s likelihood of assisting in TIC
implementation due to the burden of managing their own psychological distress. It also
could be the case that experiencing STS leads to a greater awareness of the impact of
trauma and an adoption of TIC-aligned beliefs. Taken together, recognizing teachers’
experiences in working with trauma-exposed youth will enable schools to not only
address the needs of teachers but also the potential barriers to teachers’ abilities to
support TIC implementation.
2

Trauma Exposure Among Students
Trauma exposure among youth in the United States represents a major public
health concern (McLaughlin et al., 2013). Notably, results from a recent national survey
of youth indicated that approximately two-thirds of survey respondents reported
experiencing a traumatic event either within or outside of school (Finkelhor et al., 2015).
Risk factors for students experiencing trauma include poverty, homelessness, and
discrimination (Blaustein, 2013). Furthermore, research suggests that youth who have
been exposed to one traumatic event have a greater likelihood of experiencing additional
traumas than youth who have never been exposed to trauma. Finkelhor and colleagues
(2005), for instance, examined trauma exposure in a nationally representative sample of
youth ages 2 to 17 years old and found that trauma-exposed youth experienced three
traumas on average, regardless of gender, race, or trauma-type, suggesting that multiple
victimizations is the norm among trauma-exposed youth.
The deleterious effects of trauma on students are pervasive within the school
context. Specifically, traumatized youth are at risk for developing behavioral and
emotional challenges that are often disruptive within the classroom environment (Cooper,
2010). Examples of such behaviors include emotion dysregulation, difficulty with
changes in routine during the school day, impulsivity, and strong negative reactions to
redirection by authority figures, such as teachers (National Child Traumatic Stress
Network, 2008). Without a trauma lens, these challenging behaviors are often addressed
through traditional disciplinary actions, such as removal from class or suspension. This
type of reaction from teachers and administrators, as previously mentioned, contributes to
3

the likelihood of these students dropping out of school (Porche et al., 2011). Notably,
research indicates that students who drop out of school face an increased risk of
becoming incarcerated (Sum, Khatiwada, McLaughlin, & Palma, 2009). Indeed, the
“school to prison pipeline” phenomenon captures the life trajectory for many of these
trauma-exposed students.
In addition to behavioral and emotional concerns in school, trauma impacts a
student’s ability to learn and mentally access academic material in class (see Ford, 2009,
for a review). Specifically, exposure to a traumatic event sparks the activation of the
sympathetic nervous system, signaling to a student the presence of danger and the need to
fight or flee (Shonkoff et al., 2012). Following the traumatic experience, trauma triggers
can cause similar neurophysiological reactions in students. This state of increased
arousal, coupled with other posttraumatic stress (PTS) symptoms, such as intrusive
thoughts, interfere with a student’s ability to concentrate on class lectures and
schoolwork (Phasa, 2007). Furthermore, trauma-related distress and violence exposure
have been shown to be linked with lower cognitive ability and academic achievement
(Boyraz, Horne, Owens, & Armstrong, 2013; Crozier & Barth, 2005; Delaney et al.,
2002) and a greater likelihood of having failed a school grade (Lipschitz et al., 2000). In
a recent study, for example, Baker-Henningham and colleagues (2009) found that
exposure to violence (i.e., school aggression, community violence, physical punishment)
was predictive of lower academic achievement (i.e., arithmetic, spelling, reading) among
elementary school students. Similarly, posttraumatic stress disorder (PTSD), family
violence, and witnessing violence was shown to be negatively related to academic
4

achievement in a sample of sixth graders in inner-city Chicago (Thompson & Massat,
2005). Findings from yet another study (Crozier & Barth, 2005) indicated that students
who were maltreated were approximately two times more likely to score one standard
deviation below the mean on cognitive measures (IQ) and reading ability and almost
three times as likely to score low on math, as compared to non-maltreated peers.
Trauma-Informed Schools
In response to increased awareness of the detrimental impact of trauma on student
behavioral, emotional, and academic outcomes, schools across the United States have
begun to adopt trauma-informed approaches to better understand and meet the needs of
these youth (Overstreet & Chafouleas, 2016). National support for the implementation of
TIC in schools through legislation, such as the Every Student Succeeds Act (ESSA, 2015),
and federal agencies, like the Substance Abuse and Mental Health Services
Administration (SAMHSA), has also emerged. Of note, recent estimates indicate that
trauma-informed approaches have been established at either the state-, district-, or
school-wide level across at least 17 states (Overstreet & Chafouleas, 2016).
At the core of trauma-informed schools is the drive to establish a safe, supportive
environment that takes into account the complex needs of youth exposed to trauma.
Underlying trauma-informed schools are several core assumptions, including realizing
the pervasive impact of trauma, identifying and understanding trauma symptoms, using
knowledge of trauma to inform practice, and avoiding re-traumatization (Substance
Abuse and Mental Health Services Administration [SAMSHA], 2018). Additionally,
policies and procedures are adapted within trauma-informed schools to enhance students’
5

emotional and social abilities and foster trusting relationships. Trauma-informed schools
also typically emphasize a culture shift in which school personnel are encouraged to view
students’ disruptive or withdrawn behaviors through a trauma lens (e.g., recognizing that
for students exposed to trauma these behaviors are not typically volitional; Hamoudi,
Murray, Sorensen, & Fontaine, 2015).
Within this movement to incorporate TIC into schools, several types of traumainformed interventions have emerged. One trauma-informed approach involves the
implementation of trauma-specific interventions delivered by mental health professionals.
Considering that students spend a significant portion of each weekday in an academic
setting, schools are particularly well-placed to provide services to trauma-exposed youth.
Indeed, while the majority of youth do not receive necessary mental health services
(Kataoka, Zhang, & Wells, 2002), approximately 75% of youth who do access services,
do so through schools (Farmer, Burns, Phillips, Angold, & Costello, 2003). A wellknown example of this type of approach is the Cognitive Behavioral Intervention for
Trauma in Schools (CBITS) program (Kataoka et al., 2003). Programs, such as CBITS,
typically involve providing school-based individual and/or group therapy to students who
have experienced trauma in order to treat trauma-related challenges. While these types of
programs include communication with parents and teachers regarding trauma
psychoeducation, the emphasis is mainly on providing treatment to students with clinical
symptoms. In addition to trauma-specific interventions, schools have begun to adopt
school-wide TIC approaches, in which the entire school system is informed by
knowledge about trauma. Examples of this type of approach include School-Wide
6

Positive Behavior interventions and Supports (SWPBIS; Bradshaw et al., 2008) and
Healthy Environments and Response to Trauma in Schools (HEARTS; Dorado, Martinez,
McArthur, & Leibovitz, 2016). Among these global approaches exist varying degrees of
program structure and clarity, with some programs simply encouraging school personnel
to act in a more trauma-informed manner and others (e.g., HEARTS) establishing a
multi-tiered intervention program in the school. Within a multi-tiered model, tier 1
typically establishes school-wide supports aimed at altering the school climate toward a
more trauma-informed, safe and supportive school (Dorado et al., 2016). Tier 2 focuses
on utilizing a trauma lens to develop school policy, procedures, supports for students, and
consultations to teachers on trauma-informed responses to student behavior. A few
programs (e.g., HEARTS) also include teacher wellness groups as a part of tier 2
supports. Tier 3 involves mental health professionals providing school-based mental
health treatment to youth struggling with PTS symptoms and further consultation with
teachers on specific students’ behaviors. Preventive and intervention efforts across these
tiers focus almost entirely on students. When tiered services do include teachers, the
emphasis often remains on improving their ability to implement TIC for students, rather
than formally supporting the possible trauma-related needs of teachers. Across these
types of programs, it can also be challenging for teachers to determine their role and
responsibilities related to meeting the needs of trauma-exposed youth. Indeed, even when
teachers clearly understand the expectations for their role in these approaches, they may
not have the knowledge, ability, or sufficient support to follow through.
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Despite the limited emphasis on teachers’ needs, research on the impact of TIC
approaches in schools has demonstrated promising results for student outcomes (e.g.,
Mendelson et al., 2015). In particular, a recent literature review and meta-analysis
(Rolfsnes & Idsoe, 2011) examining the impact of trauma-focused school intervention
programs on students’ PTSD symptoms yielded a medium-large effect size (d = 0.68),
supporting the effectiveness of these programs. More specifically, the aforementioned
CBITS program has been widely disseminated and researched over the past decade.
Findings indicate that CBITS is effective in decreasing trauma-related challenges, such as
PTSD symptoms, depression, and psychosocial dysfunction (Nadeem, Jaycox, Langley,
Wong, Kataoka, & Stein, 2014). In addition to improvement in mental health symptoms,
CBITS has also been shown to be related to improved academic performance (Kataoka et
al., 2011). Another trauma-specific program, the Structured Psychotherapy for
Adolescents Responding to Chronic Stress (SPARCS) was demonstrated to decrease
problem behavior and attachment difficulties among students experiencing chronic
stressful events (DeRosa et al., 2006). Furthermore, implementation of school-wide
interventions is linked to a significant decrease in the number of school suspensions
(Bradshaw, Mitchell, & Leaf, 2010) and a significant increase in students’ perceptions of
school safety (Horner et al., 2009). Whole-school TIC approaches have also been
associated with increased school personnel’s use of trauma-sensitive practices in working
with students and students’ school engagement, as well as decreased behavioral problems
and trauma-related symptoms among students (Dorado et al., 2016). Importantly,
programs such as CBITS, SPARCS, and HEARTS have also been shown to be effective
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in attenuating the negative effects of trauma exposure among ethnically, linguistically,
and socio-economically diverse samples of youth (Dorado et al., 2016; Ngo, Langley,
Kataoka, Nadeem, Escudero, & Stein 2008; DeRosa et al., 2006).
Regardless of the type of intervention (trauma-specific programs or whole-school
approaches), there are several important figures within the school that determine a
program’s success (e.g., principals, administrators, teachers, counselors). Implementation
science research indicates that establishing the readiness of key stakeholders is a crucial
factor for whether a new program is likely to be implemented and sustained (Weiner,
2009). Indeed, research exploring factors related to teachers’ implementation of schoolbased mental health programs has documented that teachers with more favorable attitudes
toward a program are more likely to implement the program (for a review, see Han &
Weiss, 2005). It is suggested that this may be particularly true for implementing
programs such as TIC, where the transition involves a notable mindset shift (Bloom &
Farragher, 2013). Further, TIC implementation among schools where stakeholders have
not reached the necessary levels of readiness may be a fruitless waste of time and money,
or even counterproductive (Cole, Eisner, Gregory, & Risstuccia, 2013). Thus,
understanding stakeholder attitudes and what might predict those attitudes appears to be
vital in successfully implementing TIC programs in schools.
Among the stakeholders, teachers may be particularly important in successfully
implementing and sustaining a trauma-informed school program. First, among school
personnel, teachers spend the largest amount of time with students daily, suggesting that
their interactions with students may be particularly influential compared to students’
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interactions with other adults at school. Second, the way in which teachers perceive
students’ behaviors (e.g., whether student disengagement suggests an uninterested student
or a trauma-triggered student) can impact teachers’ responses to students and subsequent
student outcomes (Cole et al., 2005; Wolpow, Johnson, Hertel, & Kincaid, 2009). For
example, if teachers view disruptive behavior of traumatized students as volitional, they
may respond with traditional discipline (e.g., detention), which may intensify trauma
symptoms and increase learning impairment (Wolpow et al., 2009). Furthermore, given
that they often have the opportunity to regularly observe students’ behavioral and
emotional state, teachers have the potential to be key gatekeepers to mental health
services by appropriately identifying and referring students to services (Finkelhor,
Turner, Shattuck, Hamby, & Kracke, 2015). While it is evident that teachers have the
potential to play an integral role in the success of TIC interventions in schools, this does
not necessarily mean they have the ability to support TIC implementation. In identifying
a teacher’s ability and likelihood to support a TIC program, it is first necessary to
understand teachers’ experiences with trauma-exposed students, as this is expected to be
directly related.
Secondary Traumatic Stress Among Teachers
Extensive research indicates that individuals experience a number of common
reactions following a traumatic event, such as developing posttraumatic stress disorder
(PTSD; Black et al., 2012). According to the Diagnostic and Statistical Manual of Mental
Disorders (DSM–5), PTSD symptoms following a traumatic event fit into four broad
clusters of emotional or behavioral experiences: 1) re-experiencing the trauma, 2)
10

avoiding trauma-related cues 3) negative alterations in cognition and mood, and 4)
altered arousal and reactivity (American Psychiatric Association, 2013). Studies have
also demonstrated that those who indirectly experience a traumatic event through
witnessing the event, being exposed to the survivor’s trauma reactions, or providing
services to a survivor may experience posttraumatic stress symptoms known as STS
(Figley, 1995). Symptoms of STS typically mirror those of PTSD, including increased
physiological reactivity, emotional distress, intrusive images related to the trauma
survivor’s experience, and avoidance of trauma reminders (1995).
STS has been most commonly documented among helping professions in which
individuals provide services to trauma-exposed populations. The majority of extant
research on this topic has focused on medical workers (for a review, see Beck, 2011; Yu
et al., 2015), law enforcement officials (Perez et al., 2010), rescue workers (Cieslak et al.,
2014), and mental health professionals, such as social workers (Bride, 2007; Caringi et
al., 2017) and child welfare workers (Caringi & Hardiman, 2012). Among individuals
working in the human service profession, STS has been associated with mental health
problems and psychological distress (Craig & Sprang, 2010). Research has also
highlighted the relationship between STS and personal and professional relationship
difficulties (for a review, see Collins & Long, 2003). Specifically, professionals exposed
to secondary trauma may withdraw from friends, family, or peers, perhaps due to the
feeling that others will not understand their work-related emotional distress (2003). Of
additional concern, STS has been linked with diminished career longevity (Beaton &
Murphy, 1995) and impaired work performance (Perkins & Sprang, 2013). Results from
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a literature review investigating the psychological effects of secondary trauma on mental
health-care workers (Collins & Long, 2003), for instance, found that workers with STS
have elevated rates of personal distress and face an increased risk of making poor
judgements at work.
Despite burgeoning research on STS among helping professions, such as social
workers and mental health professionals, very little empirical research has been
conducted on STS among teachers. The handful of studies that do exist occur primarily in
the context of a major natural disaster (e.g., Berger, Abu-Raiya, & Benatov, 2016) or
school shooting (Stevens et al., 2020). These studies often involved teachers’ exposure to
“dual trauma,” meaning that the teacher directly experiences the traumatic event (e.g.,
earthquake) as well as indirectly experiences the trauma through working with students
who were traumatized by the same event (Berger et al., 2016). While undoubtedly
valuable research, the specific context of these studies hinders the generalization of
findings. Indeed, the field continues to lack an understanding of the prevalence and
development of STS among teachers more generally. This is particularly worrisome,
given that teachers spend large amounts of time with students and are potentially exposed
to extended indirect trauma. Among the few published studies to examine this
phenomenon are Borntrager and colleagues (2012) and Caringi and peers (2015). Both
sets of published results are based on the same research study, which utilized data from
300 school staff members, including teachers, paraprofessionals, school-based social
workers, counselors, and administrators among six public schools in the Rocky Mountain
West.
12

Borntrager and colleagues (2012) examined secondary trauma reactions among
public school staff. Using cross-sectional survey data, descriptive statistics revealed that
75% of the sample endorsed symptoms of STS that were consistent with a provisional
diagnosis of PTSD due to indirect trauma exposure. Multiple regression analyses
identified two significant predictors of STS: intent to seek other employment and
working for an organization that encouraged/discouraged social support-seeking
behaviors. Of note, these two factors explained 13.3% of the variance in observed scores,
suggesting that other predictors may exist that account for a larger proportion of the
variance of STS scores.
Caringi and peers (2015) coded qualitative interview data from this same study in
order to identify possible risk and protective factors related to levels of STS. Themes
generated included culture and childhood experiences affecting teaching, personal history
of trauma, support systems (e.g., spending time with family, support from colleagues),
and other protective factors (e.g., self-care techniques). Organizational factors (e.g., lack
of supervision, large class size) represented a prominent theme and participants
highlighted organizational factors’ impact on their ability to manage stress at work.
Though these studies are foundational in paving the way to understanding more
about STS among teachers, the current study sought to build upon several limitations in
the research. First, given the paucity of research, there remains a need to establish
foundational information documenting teachers’ amount of exposure to students’ trauma
and the impact of these experiences on teachers. Thus, the present study sought to
contribute to the literature by investigating the prevalence of indirect exposure to trauma
13

and prevalence of STS, including the rate and severity of symptoms. Importantly, it is
crucial that research examine the relationship between indirect exposure to student
trauma over and above any potential impact of direct personal trauma exposure outside
school. The current study, therefore, measured and included direct personal trauma
exposure as a potential covariate within our analyses in order to isolate the effects of
secondary trauma exposure. Furthermore, developing a more comprehensive
understanding of possible promotive factors and risk correlates of STS, as well as their
potential moderating effects on the development of STS in the context of indirect trauma
is crucial for informing prevention and intervention efforts in schools. Additionally,
while there are two published studies that examine indirect trauma exposure and STS
among school personnel, several limitations exist regarding this topic. In particular,
Borntrager and colleagues (2012) used single-item questions to measure broader
constructs (e.g., utilizing the item, “working for an organization that discourages social
support-seeking behaviors” to represent a broader organizational factor). The current
study measured factors hypothesized to be related to STS levels using standardized,
psychometrically sound measures. Additionally, while Caringi and colleagues (2015)
generated possible risk and protective factors through interview data, relationships
between these factors and STS were not statistically tested. The current study’s utilization
of statistical analyses to directly test these hypothesized relationships is a formative next
step in understanding STS. Furthermore, in light of the fact that variables in Borntrager
and colleagues’ (2012) study explained only 13.3% of variance in STS, the current study
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will include additional variables that appear to be important factors based on theory and
research among other professions (described in detail below).
Another limitation that exists within these studies involves the recruitment
process. Specifically, participants were selected from a group of school personnel that
participated in a training on STS – a recruiting method that has the potential to skew
results. Additionally, the sample was limited to six public schools in the Rocky Mountain
West. To improve upon this, participants for the current study were contacted via a wide
variety of recruitment methods (e.g., emails, announcements at school), which were
available for any interested teachers across four regions of the United States (Lawrence,
KS; Kansas City, KS/MO; Denver, CO; Los Angeles, CA). In summary, while there is
growing interest in understanding STS among teachers, a notable gap in knowledge
remains, which the present study sought to address.
Theoretical Model of Secondary Traumatic Stress Among Teachers
Several theoretical models have been proposed to explain the development of STS,
including Figley’s (1995) Trauma Transmission Model; Dutton and Rubinstein’s (1995)
Model of Secondary Traumatic Stress, and Stamm’s (1999) Theory of Secondary
Traumatic Stress. Building upon two of the most widely used frameworks, Figley’s
(1995) model and Dutton and Rubinstein’s (1995) model, MacRitchie & Leibowitz
(2010; see Figure 1) developed a modified trauma model. This refined model provides an
ecological framework for understanding the development of STS that may be particularly
relevant for teachers. Thus, the conceptual model for the current study is an adaptation of
the MacRitchie & Leibowitz (2010) model (see Figure 2). Overall, this model represents
15

the relationship between indirect exposure to traumatic experiences and STS. Taking into
account the variability in the development of STS following indirect trauma exposure,
this model also includes individual-, interpersonal-, and organizational-level factors that
may directly predict STS or may moderate the relationship between STS and indirect
trauma exposure.
Individual-, Interpersonal-, and Organizational-Level Factors Related to Secondary
Traumatic Stress
To date, notably little research has examined factors that predict STS among
teachers; however, studies conducted on teacher work-place stress more generally, and on
STS among other helping professions, provide guidance. Additionally, theoretical
models, such as MacRitchie & Leibowitz’s (2010) model, shed light on potential
predictors and moderators of the development of STS among teachers. Thus, informed by
theory and research mainly on other helping professions, the following factors were
proposed as important variables for helping to understand the development of STS among
teachers.
Indirect Trauma Exposure
As previously described, research has demonstrated that exposure to a traumatic
event can lead to the development of PTSD (Black et al., 2012). Individuals who
indirectly experience a traumatic event have been shown to develop similar psychological
distress (i.e., STS; Beck, 2011). Indirect trauma exposure, also known as “secondary
trauma,” can occur through hearing or learning about another person’s trauma, witnessing
the pain or fear they have experienced, or being exposed to graphic/traumatic material
16

related to a person’s trauma (May & Wisco, 2016; Pearlman & Saakvitne, 1995). In the
case of teachers, this might include [I think they wanted examples of what was included
in the measure]. While very little research has been conducted on the relationship
between indirect trauma exposure and STS among teachers, empirical studies have
demonstrated this relationship among a variety of other helping professions (e.g., Bride,
2007; Perez et al., 2010). Additionally, the impact of trauma exposure on the
development of STS has been highlighted in several landmark theoretical models (e.g.,
Figley, 1995; Dutton & Rubinstein, 1995). Thus, indirect exposure to students’ traumatic
experiences is expected to be a fundamental predictor of STS among teachers and is
therefore included as a core component in the current study’s conceptual model (see
Figure 2).
Individual-Level Factors
Among individual-level factors, research indicates that self-efficacy may be an
important predictor of STS among teachers. Self-efficacy refers to an individual’s
judgements about their knowledge and ability and is separate from one’s actual
knowledge and ability (Bandura, 1986). Though not specifically outlined in the
MacRitchie and Leibowitz’s (2010) model, research suggests that within professions
likely to experience indirect trauma exposure, such as rescue workers, individuals with
higher self-efficacy tend to be less impacted by high stress situations (Prati, Pietrantoni,
& Cicognani, 2010). Additionally, Rumsey (2017) found that self-efficacy negatively
predicted levels of STS among school counselors. Within the teaching profession, studies
have examined self-efficacy in relation to general job stress and burnout. Specifically,
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lower self-efficacy has been shown to be associated with higher teacher stress (Nishizaka,
2002) and greater levels of burnout (Brouwers & Tomic, 2000). Despite the evident link
between self-efficacy and STS, no studies to date have examined the relationship
between these two variables among teachers.
Another potentially important individual-level factor that has been shown to be
related to STS is teaching commitment. Teaching commitment, specifically, includes
teachers’ enthusiasm for their occupation and for their particular school as well as how
likely they are to continue working within their profession (Rosenholtz & Simpson,
1990). Though teaching commitment and STS have rarely been examined, the general
concepts of occupational commitment and job satisfaction have been shown to be
negatively associated with STS among other professions (Bride & Kintzle, 2011).
Additionally, a related construct known as compassion satisfaction has been identified as
an effective way in which to attenuate STS among helping professionals, such as social
workers (Radey & Figley, 2007). The term, compassion satisfaction, can be described as
experiencing positive or fulfilling feelings linked to one’s work (Stamm, 2010). Of note,
job burnout, which represents an opposite construct to organizational commitment, has
also been linked with STS among individuals working in helping professions (for a metaanalysis, see Cieslak et al., 2014). Results from a study by Shoji et al. (2015), for
example, highlighted a unidirectional relationship between job burnout and STS among
human service workers. Results indicated that greater levels of burnout predicted higher
levels of STS, suggesting that individuals who struggle with workplace burnout may be at
an increased risk for developing STS. From a theoretical perspective, teaching
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commitment is similar to the “general satisfaction with professional life” factor
highlighted in Dutton and Rubinstein’s (1995) model as a variable that may influence the
relationship between indirect trauma exposure and STS. Taken together, prior research
suggests that teaching commitment may be important in understanding the development
of STS among teachers.
Interpersonal-Level Factors
Informed by MacRitchie & Leibowitz (2010) model, empathy will be included as
a potential predictor of STS and moderator on the relationship between trauma exposure
and STS. This inclusion is also supported by other models, such as Figley’s (1995)
Trauma Transmission Model, which suggests that STS cannot occur without empathy.
Empathy is defined as the ability to understand and identify with the feelings or thoughts
of others (Batson, 2011; Gibbons, 2011) and is fundamental in creating and maintaining
social relationships (de Waal, 2010). Interestingly, empathy has been identified
conceptually as paradoxical, in that it provides a number of advantages (e.g., sensitivity,
responsiveness to others’ feelings), while also putting professionals at a potentially
greater risk of developing STS (Figley, 1995). Empirical research on empathy also
presents inconsistent findings; for example, while Badger, Royse, and Craig (2008)
identified empathy as a risk factor for negative outcomes among therapists, Wagaman et
al. (2015) found greater empathy to be associated with lower levels of STS and burnout
and higher levels of compassion satisfaction. Lastly, Regehr, Goldberg, and Hughes
(2002) found that paramedics who were more emotionally empathic provided better
quality care but also experienced increased STS. Thus, it appears that empathy may
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actually represent a risk correlate of STS, though additional research is necessary to
provide greater clarity, particularly with regards to teachers’ experiences.
While scant research exists regarding the impact of social support on teachers’
STS, numerous studies have pointed to the importance of social support more generally.
In particular, studies have pointed to peer support at work as a predictor of increased
worker retention (Nissly et al., 2005; Scannapieco & Connell-Carrick, 2007). Research
on social support among child protective service workers, specifically, indicates that low
peer support is associated with higher reports of STS (Meyers & Cornille, 2002).
Similarly, Choi (2011) found that social workers who reported greater support from coworkers, supervisors, and work teams demonstrated lower levels of STS. Data from yet
another study (Bride, Jones, & MacMaster, 2007) yielded findings indicating that greater
perceived peer support was correlated with lower levels of STS among child welfare case
managers and supervisors.
Among the very limited research conducted on STS among teachers, Caringi and
colleagues (2015) found that support systems may be particularly important for
addressing STS. Through interviews, teachers highlighted that social support from within
and outside the school context was an important factor for mitigating the effects of
indirect trauma exposure. Interestingly, however, quantitative data collected during the
same study revealed that peer social support was not significantly predictive of STS
levels among school personnel (Borntrager et al., 2012). Additionally, in an unpublished
study by Santa (2016), qualitative data gathered from teachers indicated that they felt that
support from friends and family as well as peers at work was helpful in minimizing the
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effect of indirect exposure to students’ trauma. Within MacRitchie and Leibowitz’s
(2010) model, the role of social support was analyzed and found to have a significant
main effect in decreasing STS. Considering the likely significance of social support and
the few empirical studies on the relationship between social support and STS among
teachers, social support was included in the current study’s conceptual model.
Organizational-Level Factors
As indicated by theory (e.g., MacRitchie & Leibowitz, 2010), organizational-level
factors, such as the context in which professionals work and the institutional/professional
response to professionals experiencing STS (e.g., being misunderstood or unsupported by
administration) are also necessary variables to consider. Organizational-level factors have
also been identified through empirical studies as being particularly influential in relation
to teachers’ stress levels (Dorman, 2003). For example, teachers report that occupational
stress has a negative impact on their personal relationships and physical health (Shernoff
et al., 2011). Thus, a school’s overall health may be an especially important factor to
explore in relation to teachers’ STS. School health encompasses factors such as whether
administrators have the ability to educate students and provide necessary supplies,
whether teachers feel socially satisfied with student and colleague relationships, whether
the principal balances both care and high expectations for school staff, and whether the
school maintains a strong academic emphasis (Hoy & Woolfolk, 1993). In one study,
Ouellette and colleagues (2018) examined individual-, classroom-, and organizationallevel predictors of stress and satisfaction among teachers in low-income urban settings.
Notably, school health was the strongest predictor of stress and satisfaction among
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teachers. School health, to the author’s knowledge, has not yet been investigated in
relation to the development of STS among teachers. Thus, the current study sought to
contribute to the literature by exploring the relationship between school health and the
development of STS.
Teachers’ Roles within Trauma-Informed Schools
As previously described, trauma-informed schools are viewed as important and
arguably critical interventions for addressing the needs of trauma-exposed students.
Implementation of many of these TIC programs, particularly those that adopt a schoolwide approach, require the involvement of a number of key stakeholders, including
administrators, principles, counselors, and, teachers. Teachers may play a particularly
salient role in program implementation, given that they interact with students for a large
portion of the day, are often responsible for providing discipline for students’
misbehavior, and are influential in creating classroom culture and facilitating referrals for
intervention. It is, therefore, important to understand teachers’ views of trauma-informed
schools. Importantly, attitudes aligned with TIC are noted to be important determinants of
TIC-aligned behaviors. Informed by research on behavior change and program
implementation (Ajzen, 1991; Fixsen et al., 2009), attitude and knowledge change are
important components in explaining how teachers’ behaviors change through TIC
implementation. Furthermore, teachers’ attitudes toward a new program, such as a TIC
program, can aid in implementation success or failure (Baker, Kupersmidt, Voegler-Lee,
Arnold, & Willoughby, 2010; Han & Weiss, 2005). Thus, understanding teachers’ TICrelated attitudes, as well as what predicts attitudes aligned with TIC, appears to be a key
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steppingstone in the process toward trauma-informed schools (Christian-Brandt,
Santacrose, & Barnett, 2020).
Prior to investigating these attitudes, however, it is necessary to improve our
knowledge regarding teachers’ exposure to students’ trauma, as well as the impact of
these experiences (i.e., STS) on teachers – both of which we currently know very little
about. This is fundamental as these experiences are suggested to be directly related to a
teachers’ ability to support TIC. Specifically, STS could be viewed as representative of
the psychological distress and burden experienced by a teacher. Following this
hypothesis, teachers who are struggling to cope with this burden are less likely to be able
to support the complex needs of trauma-exposed youth. Thus, STS would represent a
potential barrier to teachers assisting in TIC implementation. On the other hand,
experiencing STS could engender a greater awareness of the impact of trauma, shifting
attitudes to become more trauma informed. Only one study (to the author’s knowledge)
has examined the relationship between STS and TIC among teachers. Christian-Brandt,
Santacrose, and Barnett (2020) investigated the association between STS and perceived
effectiveness of TIC among 163 elementary school teachers in the Pacific Northwest.
Contrary to the authors’ hypotheses, results indicated that STS positively predicted
teachers’ perceived effectiveness of TIC. Though a valuable first step, this study
(Christian-Brandt et al., 2020) has several limitations. First, the researchers utilized a
narrow measure of perceived effectiveness of TIC via a 14-item survey developed for
their study. Specifically, the survey assessed teachers’ perceptions of a TIC training and
TIC program implemented at their schools (“Have you benefited from the TIC
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trainings?”; “Since the implementation of trauma-informed care, have you noticed
positive changes in…”). The current study sought to build upon this work by measuring
teachers’ attitudes across five TIC-relevant domains utilizing a standardized,
psychometrically established measure. Additionally, the study’s 10-item measure of STS
did not align with the diagnostic clusters and individual symptoms of PTSD and,
therefore, may not have fully captured teachers’ symptoms of STS. The present study
sought to improve upon Christian-Brandt and colleague’s study by utilizing a measure of
STS that more comprehensively evaluates teachers’ STS and its relationship to TICrelevant attitudes.
Importantly, further exploration of teachers’ needs through examining their
experiences with trauma exposure and STS has the potential to elucidate our
understanding of whether and how teachers can be supported within trauma-informed
schools. Recognition of how schools can support the needs of teachers, in turn, will assist
in addressing potential barriers to TIC implementation that may be produced by teachers’
indirect trauma exposure. In addition to exploring ways to support TIC programs as they
are currently conceptualized, this research may help to broaden our view of TIC and
consider whether teachers and their needs should play a more central role in TIC.
The Current Study
Prior studies have clearly documented the high rates of trauma exposure among
youth in the United States and the detrimental impact of trauma on students’ emotional,
behavioral, and academic wellbeing. In response to such findings, trauma-informed
schools have begun to emerge across the nation. Of note, research and intervention within
24

trauma-informed schools have largely centered on student-related outcomes. While it is
clearly important to focus on student wellbeing and success, research is currently missing
a potentially crucial aspect of the equation: teachers. In particular, very few studies have
documented teachers’ indirect exposure to students’ traumatic experiences and related
symptomatology. This dearth of research is concerning given the well-documented
adverse effects of STS on mental and physical wellbeing, as well as workplace
performance and career longevity. Furthermore, STS is expected to be directly linked to a
teacher’s attitude toward TIC implementation (a likely indicator of TIC-aligned behavior
and probability of supporting TIC). The relationship between STS and teachers’ attitudes
toward TIC implementation in schools, however, has rarely been explored. Thus, the
current study seeks to contribute to the extant research by examining the following
questions: 1) To what extent are teachers indirectly exposed to students’ traumatic
experiences and what is the prevalence and severity of STS among teachers?, 2) What is
the relationship between indirect exposure to student trauma and STS and what
individual-, interpersonal-, and organizational-level factors may directly predict STS or
buffer/exacerbate the relationship between STS and indirect trauma exposure?, and 3)
What is the relationship between levels of STS and teachers’ attitudes towards TIC in
schools?
Aim 1: To characterize teachers’ indirect exposure to students’ traumatic
experiences and related secondary traumatic stress.
a) What is the prevalence of teachers’ indirect exposure to students’ traumatic
experiences among teachers?
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As part of the first aim of this study, we examined the prevalence of indirect
exposure to students’ traumatic experiences among teachers. Considering the
high rates of trauma exposure among youth in the United States we expected
that teachers would experience similarly elevated rates of indirect exposure to
student trauma.
b) What is the prevalence of STS among teachers?
The present study investigated the prevalence of STS among teachers by
examining the severity of teachers’ STS symptoms as well as the proportion
of teachers meeting criteria for a probable diagnosis of PTSD. Due to the very
limited research on STS among teachers, this research question was largely
exploratory in nature and was intended to produce descriptive statistics
regarding STS prevalence.
In addressing the questions described in Aim 1, we sought to provide
important fundamental knowledge in understanding STS among teachers.
Aim 2: To examine the relationship between indirect exposure to student
trauma and secondary traumatic stress and test possible direct and moderating
effects of individual-, interpersonal-, and organizational-level factors (see Figures 3
& 4).
Aim 2 Hypotheses
a) Indirect exposure to students’ trauma will be positively associated with STS
among teachers.
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b) Proposed promotive factors, including individual- (self-efficacy, teaching
commitment), interpersonal- (peer and personal social support), and
organizational-level (school organizational health) factors will be negatively
associated with STS among teachers.
c) Proposed risk correlates (empathy) will be positively associated with STS
among teachers.
d) Protective factors will moderate the association between indirect exposure to
students’ trauma and STS, such that as the level of each protective factor
increases, the association between indirect exposure to students’ trauma and
STS among teachers will be attenuated.
e) Risk factors will moderate the association between indirect exposure to
students’ trauma and STS, such that as the level of each risk factor increases,
the association between indirect exposure to students’ trauma and STS among
teachers will be exacerbated.
The second aim of this study was to examine the relationship between indirect
exposure to student trauma and STS. Based on extant research on STS among
other professions, we predicted that indirect exposure to student trauma would
be positively related to levels of STS among teachers. Additionally, this study
investigated the relationship between STS and individual-, interpersonal-, and
organizational-level factors. Based on theory and empirical research, we
hypothesized that greater self-efficacy, teacher commitment, personal/peer
social support, and school organizational health would yield direct protective
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effects on STS. Conversely, we expected that empathy, a hypothesized risk
correlate, would have a direct negative effect on STS.
Lastly, in order to better understand the variability of levels of STS among
teachers, the second step of this aim was to investigate what factors might
moderate the relationship between indirect exposure to students’ trauma and
STS. In particular, we predicted that the relationship between indirect
exposure to students’ trauma and STS would weaken as the level of a
protective factor increased and, conversely, would strengthen as the level of a
risk factor increased.
Aim 3: To examine teachers’ attitudes toward trauma-informed care in
schools and associated factors (see Figure 5).
a) How favorable are teachers’ attitudes toward TIC in schools?
In order to understand teachers’ role in trauma-informed schools, it is
important to first investigate their attitudes towards trauma-informed care.
Thus, as an initial step within Aim 3, the current study sought to explore the
extent to which teachers’ attitudes align with trauma-informed care.
b) What is the relationship between levels of STS and teachers’ attitudes towards
TIC in schools?
As described above, Aims 1 and 2 investigated the level of indirect trauma
exposure, documented the potential impact of indirect trauma exposure on
teachers, and explored possible promotive factors and risk correlates. Aim 3
sought to understand the ways in which STS and other relevant predictors
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might be related to the extent to which teachers’ attitudes are trauma
informed. In particular, STS was expected to be directly associated with a
teacher’s attitude toward TIC implementation. Indeed, it may be that STS
represents additional burden and emotional distress for teachers, and acts as a
barrier to a teacher’s ability to support students’ needs through TIC. It is also
plausible that experiencing symptoms of STS leads teachers to become more
aware of the impact of trauma and more inclined to develop TIC-aligned
beliefs. Despite extremely limited research in this area (i.e., one study),
studies in other professions highlight the elevated personal distress and
decreased work performance associated with STS (Perkins & Sprang, 2013).
Utilizing this conceptualization, it was hypothesized that STS would be
negatively associated with favorable attitudes toward TIC. In addition, it was
predicted that as proposed promotive factors would positively predict TICrelevant attitudes, while potential risk correlates would negatively predict
TIC-relevant attitudes.
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CHAPTER TWO: METHOD
Participants
Participants for the present study included 135 Kindergarten through 12th grade
classroom teachers employed by schools in urban, rural, and suburban communities
within four regions: Lawrence, KS; Kansas City, KS/MO; Denver, CO; Los Angeles,
CA. Participant age ranged from 20 – 61 years or older (Median age range = 31 – 40
years); 59% of the sample was 20 – 40 years old. The majority of participants identified
as female (83%) and White/Caucasian (74.8%). The second largest race/ethnicity group
was Hispanic/Latino(a) (14.8%), followed by Biracial/Multiracial (3.7%) and Asian
(3.7%), Black/African American (1.5%), American Indian/Alaska Native (.7%), and
other (.7%).
Procedure
Data collection for the current study was approved by the University of Kansas
Institutional Review Board. Teachers were recruited via two primary methods, including
the distribution of recruitment materials through schools and snowball sampling (referrals
from teachers that receive information about the study from other teachers). Researchers
contacted school administrators to discuss the intended purpose of the study and
determine whether the school would support distributing information about the study to
their teachers. Schools that agreed to distribute information about the study were
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provided with a recruitment email to distribute to their teachers. Additionally, teachers
had the ability to forward the study link to other teachers (within and outside of their
school), leading to additional recruitment via snowball sampling (e.g., word of mouth,
sharing information through personal networks). Information about the study was also
shared via social media and letters/flyers were available for schools that elected to
provide information in this manner.
The anonymous online survey was administered through the University of
Kansas’ Qualtrics online system. Quality assurance procedures were implemented
through Qualtrics. Specifically, the study utilized two Qualtrics features (“Prevent Ballot
Box Stuffing” and “Prevent Indexing”) to ensure that individuals did not complete the
survey multiple times and to prevent search engines from indexing the survey. When
participants visited the study URL, they read an Information Statement (consent form)
and indicated their consent to participate by electing to proceed to complete the survey.
The Information Statement included the primary researchers’ contact information so that
participants could contact the researchers with any questions regarding the study. Once
participants entered the survey, they were required to complete the survey in one sitting.
The survey was estimated to take approximately 30-40 minutes to complete and could be
completed from whatever location the participants chose. Upon completion of the survey,
participants were compensated with $15 by utilizing Qualtrics incentive integration to
issue e-cards to participants. Participants who completed the survey were asked to
provide information needed in order to issue study compensation and for accounting
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purposes only, but study responses remained anonymous (e.g., email in order to receive
an e-card; name and address for accounting purposes).
Data were gathered in two phases due to schools given the academic calendar. In
order to ensure that teachers were interacting with students on a regular basis at the time
of survey completion, data were therefore collected from March 2019 through May 2019
and again from September 2019 (approximately one month after school started in most
districts) through October 2019. Data collection was conducted within regions where the
researchers had established research relationships. These four regions included Lawrence,
KS; Kansas City, KS/MO; Denver, CO; Los Angeles, CA.
In order to support schools in understanding and meeting the needs of their
teachers, schools that distributed recruitment materials to their teachers had the option to
receive a report with a summary of the data collected (individual-level data was not
shared). To protect the confidentiality of participants, aggregate data was only shared for
schools with at least 25 participants. Participants also had the option of requesting a
summary of study results. Any participants who request this are provided with a summary
of key study questions and what was learned at the end of the study. These results are
aggregate results for all participants (not individual participant results or results for their
school).
Measures
Demographic variables. Participants completed a demographic questionnaire
gathering information related to age, gender, racial/ethnic background, current
employment position (e.g., elementary school teacher, middle school teacher, etc.), years
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of teaching experience, years working at current school, years of education/highest
degree attained, and intent to stay in profession/position.
Indirect exposure to trauma. The Secondary Exposure to Childhood Trauma
Scale (SECT; Cieslak, Shoji et al., 2013), modified from the Secondary Trauma Exposure
Scale (STES), was developed to measure an individual’s indirect exposure to traumatic
events. The instrument includes a list of 13 possibly traumatic events (e.g., physical
assaults, life threatening illness, etc.) and asks respondents to rate how frequently they
have worked with children who have experienced each of the 13 events, using a 7-point
Likert scale, ranging from 1 (never) to 7 (everyday). To assess chronicity of exposure to
student trauma, respondents complete one global item in which they rate how frequently
they interact with students who have experienced at least one of the potentially traumatic
events on the list using the same 7-point Likert scale, ranging from 1 (never) to 7
(everyday). The SECT scale has been shown to demonstrate high internal consistency
(Rumsey, 2017).
For the purpose of the current study, several revisions were made to the SECT.
Specifically, in order to better capture the range of potentially traumatic events
experienced by children, two items from the Traumatic Events Screening InventoryParent Report Revised (TESI-PRR; Ghosh-Ippen et al., 2002) were added to the
traumatic event list, creating a total of 15 possible traumatic events (see Table 1). The
two items were (1) “Been mugged/robbed or witnessed another person being
mugged/robbed?” and (2) “Witnessed or heard people outside their family fighting,
pushing, hitting, or attacking each other? Or seen or heard about violence, such as
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beatings, shootings, or muggings in settings, such as school, neighborhood, etc.?”).
Additionally, rather than rate frequency, participants were asked to mark the types of
events to which they were indirectly within three categories of indirect exposure: 1)
witnessed each event happen to a student at school, 2) were told about the traumatic event
directly by the student, and/or 3) learned about the event happening to a student by a third
party, such as the student’s caregiver or a colleague telling them about something that
happened to a student. This modification was implemented in an effort to better
understand the total number of types of exposures and the specific avenues through
which teachers are indirectly exposed to student trauma. Participants were then asked to
indicate the frequency of exposure to student trauma overall on a 7-point Likert scale,
ranging from 1 (never) to 7 (everyday), as included in the original SECT.
The total number of endorsed events were summed within each of the three
exposure categories as well as across all categories in order to calculate the amount of
specific and overall indirect trauma exposure, respectively. Reliability analyses indicated
good internal consistency. Cronbach’s alphas for the three indirect exposure categories
and total indirect exposure score for the present study were as follows: Witnessed
Directly = .83; Heard Directly from Student = .87; Heard from Third Party = .88; Total
Score = .89.
Secondary traumatic stress. The Secondary Traumatic Stress Scale (STSS;
Bride, Robinson, Yegidis, & Figley, 2004) is a 17-item self-report measure created to
evaluate the frequency of STS and symptom clusters resulting from working with
traumatized populations. Items on the STSS are reflective of the 17 posttraumatic stress
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disorder (PTSD) symptoms and symptom clusters (intrusion, avoidance, and arousal)
outlined by the Diagnostic and Statistical Manual of Mental Disorders, 4th Edition, Text
Revision (DSM-IV-TR; APA, 2000). Respondents are asked to rate the frequency with
which each item was true for them in the past 7 days, based on five-point Likert scale
from 1 (Never) to 5 (Very Often). Higher scores indicate greater severity of each STS
symptom. Scores range from 17 (meaning no symptoms) to 74. The STSS total and
subscales have demonstrated good internal consistency (.80 – .93; Bride et al., 2004) and
been shown to have adequate convergent, divergent, and factorial validity (Bride et al.,
2004; Ting, Jacobson, Sanders, Bride, & Harrington, 2005).
In order to align with DSM-5 symptom criteria, Bride (2013) created a revised
STSS with four additional items. The revised STSS assesses secondary trauma across the
4 symptom clusters outlined in the DSM-5 (intrusion/re-experiencing, avoidance, arousal,
and negative alterations in cognitions and mood). The updated measure retains one DSMIV-specific item, allowing researchers to calculate DSM-IV scores for comparisons with
previous studies. Scores range from 21 (meaning no symptoms) to 105. Items on Bride’s
DSM-5 STSS correspond closely with the 20 symptom items on the Posttraumatic Stress
Disorder Checklist (PCL-5; Blevins, Weathers, Davis, Witte, & Domino, 2015).
The current study utilized the DSM-5 STSS with several minor revisions. First,
one additional item from the PCL-5 was included (totaling 22 items) to allow for PTSD
symptom criteria to be compared to prior research using the PCL-5, STSS DSM-5, and
STSS DSM-IV. Further, respondents were asked to consider how frequently each item
was true for them in the past 30 days, rather than past 7 days, to correspond with DSM-5
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PTSD criteria. Scores were obtained by summing the indicated frequency for each
subscale as well as the overall STSS scale. PTSD rates due to indirect trauma exposure
were calculated based on both DSM-IV and DSM-5 criteria to allow for comparisons
with prior research as well as to assess symptoms based on the current understanding of
PTSD structure. Cronbach’s alphas for DSM-5 STSS subscales and total score for the
present study were as follows: intrusion = .86, avoidance = .64, negative cognitions and
mood = .90, arousal = .88, and overall score = .94.
Criteria for probable PTSD based on the DSM-IV were considered met if a
participant endorsed at least one item on the intrusion subscale (criterion B), at least three
items on the avoidance subscale (criterion C), and at least two items on the arousal
subscale (criterion D) at a level three or higher (“occasionally” to “very often”). Each
individual symptom was first dichotomized to indicate a symptom was endorsed
positively (present = score of 3 or higher). Similarly, criteria for probably PTSD were
considered met based on DSM-5 if a respondent indicated elevated scores (3 or higher) in
the following manner: at least one item on the intrusion scale (criterion B), at least one
item on the avoidance scale (criterion C), at least two items on the negative cognitions
and mood scale (criterion D), and at least two items on the arousal scale (criterion E).
Estimated rates of PTSD due to STS were also examined based on the symptom severity
cutoff value identified by Bride (2007). A score of 38 or higher on the DSM-IV STSS
indicated that an individual likely met criteria for PTSD due to STS. Lastly, prevalence of
PTSD was determined utilizing the PCL-5 symptom severity cut-off scores. Items were
recoded to match the values of the PCL-5 (i.e., item values ranged from 0 to 4 instead of
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1 to 5). Next, all 22 items aligned with the PCL-5 were summed to create a total severity
score. Scores that were 31-33 or higher indicated a provisional diagnosis of PTSD
(Weathers et al., 2013).
In order to further interpret STSS scores, this study compared DSM-IV STSS
scores (20 items) within this sample to those of an existing normative sample (Bride,
2007), which was comprised of 287 social workers in the southeastern United States.
Specifically, a score of 27 or less (at or below 50th percentile of this normed sample)
indicated little to no STS, 28 to 37 (51st – 75th percentile) represented mild STS, 38-43
(76th – 90th percentile) was moderate STS, 44 to 48 (91st – 95th percentile) represented
high STS, and 49 or above (96th percentile or above) indicated severe STS.
Direct exposure to trauma. The Life Events Checklist for DSM-5- Standard
(LEC-5; Weathers et al., 2013) is a self-report measure that screens for traumatic events
that may have occurred in a respondent’s life. Specifically, the measure includes 16 items
representing potentially traumatic events. For the purpose of the current study,
respondents were asked to read through the potentially traumatic events and indicate the
total number of events that they have experienced in their lifetime. This modification was
implemented for several reasons. First, while direct trauma exposure was utilized as a
covariate, examination of specific types of direct trauma exposure was outside the scope
of the current study. Additionally, this modification aimed to alleviate participants’
potential concerns that their school might learn of their disclosure of specific traumatic
experiences (despite the survey being anonymous). The original LEC has demonstrated
adequate psychometric properties (Gray et al., 2004).
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Individual-Level Factors
Self-efficacy. The Teacher Efficacy Scale, Short Form (TES; Hoy & Woolfolk,
1993) is a 10-item questionnaire that assesses teacher efficacy and includes two subscales
(general teaching efficacy and personal teaching efficacy). General teaching efficacy
includes items regarding beliefs about a teacher’s self-efficacy in general (e.g., “If
students aren’t disciplined at home, they aren’t likely to accept any discipline” or “A
teacher is very limited in what he/she can achieve because a student’s home environment
is a large influence on his/her achievement”). Personal teaching efficacy assesses for the
respondent's beliefs about their own teaching self-efficacy, specifically (e.g., “If a student
did not remember information I gave in a previous lesson, I would know how to increase
his/her retention in the next lesson” or “If a student in my class becomes disruptive and
noisy, I feel assured that I know some techniques to redirect him/her quickly”). The
measure includes 5 personal and 5 general teaching efficacy items. Participants were
asked to rate each item on a Likert scale from 1 (Strongly Agree) to 6 (Strongly
Disagree). The TES has been shown to have good internal consistency (Hoy & Woolfolk,
1993) as well as convergent and discriminant validity (e.g., Gibson & Dembo, 1984).
Subscale scores were created by calculated the mean for each subscale. Reliability
analyses demonstrated acceptable internal consistency within the subscales (general
teaching efficacy: α = .79; personal teaching efficacy: α = 69; total = .78).
Teaching Commitment. The Teacher Commitment Scale (TCS; Rosenholtz &
Simpson, 1990) is a 12-item questionnaire designed to measure teachers’ commitment to
their profession and to the schools in which they work. On 11 items, teachers were asked
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to indicate the extent to which they agreed or disagreed with each item on a 5-point
Likert scale ranging either from “strong disagree” to “strongly agree.” The 12th item
inquired about the participants’ perception of other teachers’ desire to leave the school
(“none/a few,” “25%,” “50%,” “75%,” or “Almost everyone”). A total commitment score
was derived by computing the mean of items 1-11. The TCS demonstrated good internal
consistency in previous research (Rosenholtz & Simpson, 1990) as well as in the current
study (total score: α = .86).
Interpersonal-Level Factors
Empathy. The Toronto Empathy Questionnaire (TEQ; Spreng, McKinnon, Mar,
& Levine, 2009) is a 16-item measure designed to assess empathy. Respondents are
asked to rate each item on a 5-point Likert-type scale, ranging from 0 (never) to 4
(always). Items on the TEQ are worded both positively and negatively. Examples of the
TEQ items include, “I get a strong urge to help when I see someone who is upset” and “I
do not feel sympathy for people who cause their own serious illnesses.” A total empathy
score was calculated by summing all 16 items. The TEQ has previously been shown to
have good internal consistency (Spreng et al., 2009; Baldner & McGinley, 2014). The
TEQ also demonstrated good internal reliability in the present study (Cronbach’s alpha =
.87).
Social support. To assess the quantity and quality of social support both within
and outside the workplace, teachers completed an adapted version of the Social Support
Questionnaire, Shortened Version (SSQ, Sarason, Sarason, Shearin, & Pierce, 1987). The
SSQ, a 12-item self-report instrument, asks respondents to list all the people that match
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the description of the question and indicate how satisfied they are with these supports.
Items regarding satisfaction of social support are rated on a 6-point Likert-type scale
from 1 (very unsatisfied) to 6 (very satisfied). The SSQ has been found to have high
internal consistency for both scales (e.g., >.90; Dumont & Provost, 1999).
As noted, an adapted version of the SSQ (River et al., 2020) was utilized. Within
this version, items were collapsed into 3 items assessing overall quantity and quality of
social support and 1 item asking participants to report who they receive support from.
The current study slightly modified wording to align with our study sample (e.g.,
including relevant categories to of social support, such as “Other teachers,” “principal,”).
Based on prior research indicating the importance of social support both within and
outside the workplace (Caringi et al., 2015), the current study also modified the SSQ to
assess teachers’ social support within and outside school. Teachers, therefore, completed
the 4-items twice: first, with regards to peer support within schools and, second, with
regards to external social support. The 3 items assessing overall quantity and quality of
support were converted to z-scores and averaged to derive composite scores for support
within school (α = .85) and outside school (α = .81).
Organizational-Level Factors
School organizational health. The Organizational Health Inventory (OHI; Hoy,
2003) is designed to measure 5 dimensions of school climate, including institutional
integrity (teachers’ perceptions of the extent to which the school effectively educates
students), collegial leadership (the principal’s rigorous expectations and concern for the
wellbeing of the school personnel), resource influence (the principal’s ability to ensure
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the schools’ material needs are met), teacher affiliation (the social satisfaction/connection
between teachers and between teachers and students), and academic emphasis (students’
academic-centered behaviors and attitudes and the school’s expectations regarding
academic achievement). The OHI includes versions for elementary, middle, and high
schools and length ranges from 37-44 items depending on the version. Respondents are
asked to rate each item on a scale of 1 (rarely occurs) to 4 (very frequently occurs). The
OHI has been shown to have good reliability, construct validity, and predictive validity
(Hoy, Tarter, & Kottkamp, 1991).
An abbreviated version of the OHI was developed for the current study based on
the following rationale. First, the original OHI was designed to compute average school
scores for each item and subscale in order to compare across schools (with school as the
unit of analysis). The present study aimed to look at an individual’s perception of school
organizational health as a predictor of STS rather than compute an overall score for each
school. Thus, it was necessary to create a single version of the OHI (in lieu of
elementary, middle, and high school versions) so as to compare scores across all
participants. In establishing the modified OHI, the researchers selected four items within
each subscale based on the following criteria: 1) the items best captured the different
dimensions of the construct while minimizing redundancy, and 2) the items applied
across all ages. The relatively high internal consistency of the 5 original subscales (α =
.87 – .95), with 5-10 items within each scale, provided support for the feasibility of
reducing the number of items. Given that the development of the present study was
informed by a community-based participatory research approach, feedback was also
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gathered from members of a large urban school district where the researchers had a
previous partnership in order to understand the feasibility, acceptability, and usefulness
of the study.
Following data collection, internal consistency of each abbreviated OHI subscale
was examined (institutional integrity: α = .53; collegial leadership: α = .85; resource
influence: α = .72; teacher affiliation: α = .86; academic emphasis: α = .60; overall
organizational health: α = .86). Analyses for the current study utilized the overall
organizational health score.
TIC-related attitudes. The Attitudes Related to Trauma-Informed Care scale
(ARTIC; Baker et al., 2016) is a 35-item questionnaire that assesses teachers’ attitudes
related to trauma-informed care and the extent to which a school culture is traumainformed. Each item includes two paired phrases representing a TIC-favorable and TICunfavorable attitude (e.g., favorable attitude: “I believe that the students I work with
could act better if they really wanted to,” and its opposite: “I believe that the students I
work with are doing the best they can with the skills they have”). Participants chose from
a seven-point bipolar Likert scale so as to decrease problems with social desirability.
The ARTIC includes five core subscales related to attitudes relevant to TIC
implementation: 1) Underlying causes of problem behaviors and symptoms, 2) Responses
to problem behavior and symptoms, 3) On-the-job behavior, 4) Self-efficacy at work, and
5) Reactions to the work. The Underlying Causes subscale assesses beliefs about
students’ learning and behavior that is internal/fixed (TIC-unfavorable attitude) versus
external/malleable (TIC-favorable attitude). The Responses to Behaviors subscale
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evaluates beliefs about handling problem behaviors through discipline (TIC-unfavorable)
versus building healthy relationships and safety (TIC-favorable). The On-the-Job
subscale includes attitudes around control-focused behaviors (TIC-unfavorable) versus
empathy-focused behaviors (TIC-favorable). The Self-Efficacy at Work subscale
measures beliefs about being incapable of working with a trauma-exposed population
(TIC-unfavorable) versus feeling capable (TIC-favorable). Lastly, the Reactions to the
Work subscale includes attitudes related to a lack of appreciation of the impact of
vicarious trauma/coping by ignoring (TIC-unfavorable) versus appreciating the impact of
vicarious trauma/coping by obtaining support (TIC-favorable). Internal consistency
reliability and validity have been previously demonstrated (Baker et al., 2016). Subscale
and total scores representing attitudes relevant to TIC implementation were computed by
averaging the items within each subscale and across all subscales, respectively.
Data Analysis
Preliminary analyses. Survey data was entered into and first analyzed using
SPSS Statistics Software, Version 25 (IBM Corp, 2017). Descriptive statistics, including
means, standard deviations, and percentages were calculated for demographic variables
and descriptive sample characteristics. Data were examined to ensure that all variables
had acceptable levels of skewness and kurtosis. Bivariate correlations and one-way
analyses of variance were utilized to determine whether select demographic variables
would be included as covariates in subsequent analyses. Specifically, teacher age, gender,
race/ethnicity, and direct personal trauma exposure were considered as possible
covariates. Variables that were significantly related to the primary outcome variable
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(STS) or had significantly different means based on STS were controlled for in the
subsequent analyses. Bivariate correlations were also performed to examine whether
individual, interpersonal, and organizational factors were related to STS symptoms.
Aim 1: Characterizing teachers’ indirect exposure to students’ traumatic
experiences and related secondary traumatic stress. In order to examine the
prevalence of teachers’ indirect exposure to trauma, SPSS was utilized to generate
descriptive statistics (e.g., frequencies) based on teachers’ responses on the SECT.
Additionally, to examine the prevalence of STS among teachers, we calculated
descriptive statistics (e.g., means, standard deviations, and frequencies) of teachers’
endorsement of individual STS symptoms, STSS subscales, and overall STSS score. In
order to interpret STSS scores, this study compared DSM-IV STSS scores to those of a
normative sample (Bride, 2007). This step allowed for scores to be categorized into five
levels of severity of STS symptoms (e.g., little/none, mild, moderate, high, and severe).
Additionally, descriptive statistics were run to examine the frequency with which
teachers met probable criteria for PTSD by considering both symptom severity cut-off
scores and scoring based on diagnostic criteria. Scoring and descriptive statistics were
generated based on both DSM-IV and DSM-5 PTSD criteria in order to compare scores
with prior studies as well as examine symptomatology utilizing the current
conceptualization of PTSD.
Aim 2: Examining the relationship between indirect exposure to student
trauma and secondary traumatic stress and testing possible direct and moderating
effects of individual-, interpersonal-, and organizational-level factors. To test the
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hypothesized relationships between STS and indirect exposure to trauma, individual-,
interpersonal-, and organizational-level factors, hierarchical linear regression analyses
were conducted in Mplus version 7 (Muthén & Muthén, 2012). In order to address
concerns for non-independence of teachers’ responses within the same schools, analyses
were conducted utilizing complex survey commands. Specifically, complex survey
commands in Mplus compute standard errors that account for clustering within schools
when determining statistical significance. Utilizing an Mplus modeling framework
allowed us to employ full information maximum likelihood (FIML) estimation and model
the effects in the presence of missing data (Kline, 2010; Arbuckle, 1996).
As a first step, we explored whether to include total scale scores or specific
subscale scores in subsequent models examining the relationship between proposed
predictors and STS. Thus, separate linear regression models were conducted to examine
the relationships between total or subscale scores and STS for proposed predictors, where
applicable (not applicable for measures with only total scores or where only total scores
were hypothesized to relevant based on prior research) and determination of which scales
to utilize were based on the significance and strength of the relationship with STS. Next,
separate linear regression models were constructed to examine the hypothesized
relationships between STS and indirect exposure to trauma, as well as STS and each of
the individual-, interpersonal-, and organizational-level factors. Factors that were found
to significantly predict STS were included in a final linear regression model. Direct
trauma exposure was added as a covariate within all models.
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As a second component of Aim 2, we tested hypotheses regarding the possible
moderating effects of the individual-, interpersonal-, and organizational-level
risk/protective factors on the relationship between indirect exposure to students’ trauma
and STS among teachers. To test these hypotheses, interaction terms representing the
interaction between secondary exposure to student trauma and each of the previously
described candidate risk and protective factors were included in the previously described
final regression model. We evaluated the appropriateness of including moderated effects
by adding one interaction term at a time and considering whether the interaction term
significantly predicted STS. We planned to utilize post-hoc probing of significant
moderated effects to gain further information about the specific context in which indirect
trauma exposure and STS are significantly related (Holmbeck, 2002).
Aim 3: Examining Teachers’ Attitudes Toward Trauma-Informed Care in
Schools and Associated Factors. The first step of Aim 3 was to characterize teachers’
attitudes related to TIC in schools. In order to do so, we utilized SPSS to conduct
descriptive statistics (e.g., means, standard deviations) based on teachers’ responses on
the ARTIC.
The second part of this aim was to examine the relationships between teachers’
TIC-relevant attitudes, STS, and individual-, interpersonal-, and organizational-level
factors. The hypotheses that STS and individual-, interpersonal-, and organizational-level
factors would be related to how favorably teachers perceive TIC, were evaluated utilizing
Structural Equation Modeling (SEM) framework (i.e., path analysis models) within
Mplus. First, we constructed a path analysis model that included STS, the previously
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identified predictors from the final model established in Aim 2, and the five ARTIC
subscales. Model fit indices were examined as well as the significance and strength of the
pathways. Pathways between predictors and outcome variables that were statistically
significant (p < .05) were retained. After removing predictors that did not significantly
predict any of the five outcome variables, model fit indices for the trimmed model were
examined.
SEM models were evaluated based on fit indices including χ2, Comparative Fit
Index (CFI), Root Mean Square Error of Approximation (RMSEA), and Standardized
Root Mean Square Residual (SRMR). Good fit was defined as a non-significant χ2 value,
CFI > .95 and RMSEA and SRMR < .08 (Hu & Bentler, 1999; Tabachnick, Fidell, &
Ullman, 2007). As described the Aim 2 data analysis plan, model analyses for Aim 3
were conducted utilizing complex survey features to account for clustering. Additionally,
as noted above, the use of complex design features allowed us to account for missing data
by employing full information maximum likelihood (FIML) estimation (Kline, 2010;
Arbuckle, 1996).
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CHAPTER THREE: RESULTS
Preliminary Analyses
Prior to beginning analyses, data were examined to ensure that all variables had
acceptable levels of skewness and kurtosis. One variable, “Life Events Checklist,” which
assessed personal trauma exposure was found two have two “error outliers” (Aguinis et
al., 2013). These two outliers were removed from the data set as is recommended for
observations that are deemed actual error outliers (Kutner et al., 2004). Table 2 presents
descriptive statistics of demographic variables. Table 3 presents bivariate correlations
among predictor and outcome variables. Regarding possible covariates, correlation
analyses revealed that direct personal trauma exposure was significantly related to STS
(r(131) = .33, p < .01). Gender was not significantly related to STS (r(133) = .05, p =
.516). One-way analyses of variance demonstrated that STS was not significantly
different based on age (F(4,130) = .327, p = .859) or race/ethnicity (F(6,128) = 1.079, p =
.378). Based on these results, direct personal trauma exposure was included as a covariate
in subsequent analyses.
Missing Data Analyses
The original sample size included 172 participants. Twenty-two participants who
identified their current employment as something other than a classroom teacher (e.g.,
school counselor, school nurse, administrator, etc.) were excluded from these analyses, as
48

the current study aimed to explore teachers’ experiences. Initial missing data analyses
revealed rates of missing data from 0.0% to 14.7%. Upon inspection of the data, it was
observed that twelve participants had missing data for all but the first 1-2 questionnaires
of the survey. These twelve participants were therefore excluded due to attrition. Lastly,
four participants who only provided information about the region they came from but not
the specific school were excluded from the study as this information was necessary for
clustering. The final sample included 135 participants. Missing data analyses for the final
dataset revealed low rates of missing data, ranging from 0.0% to 7.4%.
Sample Characteristics
All participants had obtained a four-year college diploma and the majority of
participants held either a Master’s degree (57.8%) or had attended “some graduate
school” (20.1%). Current employment positions included elementary classroom teachers
(38.5%), middle school classroom teachers (24.4%), high school classroom teachers
(14.1%), special education teachers (20.7%), and English as a Second Language (ESL)
teachers (8.1%). Of note, the total of these percentages does not equal 100% as
participants were given the option of selecting more than category (e.g., special education
teacher and elementary school teacher). The number of students that participants reported
teaching on average each year varied across the sample as follows: 30 or fewer students
(57.8%), 31 – 60 students (5.9%), 61-90 students (5.2%), 91-120 students (12.6%), and
121 or more students (18.5%). Around half of participants (51.9%) reported living within
the same community as the school at which they are employed (defined as living within 5
miles). Participants had taught for an average of approximately 12 years (SD = 8.7) in
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total and an average of 7 years (SD = 6.9) at their current school, specifically.
Additionally, 83.5% of the sample indicated that they “definitely” or “probably” planned
to teach at their current school the following year. Regarding long-term teaching
commitment, 23% of participants reported they “definitely/probably” would stop working
as a teacher prior to retirement (e.g., due to burnout, change of career interest, needing to
make more money, etc.), 27.4% were unsure, and 49.6% indicated they
“definitely/probably” would not stop teaching prior to retirement.
As noted previously, teachers were recruited via two primary methods: school
administration emailing the study link to teachers and snowball sampling (e.g., teachers
sending the link to other teachers, flyers, etc.). Researchers did not have a way to
ascertain the total number of teachers that received the survey link; thus, a true
recruitment rate could not be calculated. Descriptive statistics of primary predictor and
outcome variables (STS and indirect trauma exposure) by region are presented in Table 4.
A one-way analysis of variance indicated that indirect trauma exposure did not differ by
region (F(3,131) = 1.739, p = .162). A one-way analysis of variance indicated that
secondary traumatic stress did significantly differ by region (F(3,131) = 4.019, p < .05).
Post-hoc analyses demonstrated that levels of STS in Los Angeles, CA significantly
differed from Kansas City, KS/MO (p < .05), with higher levels of STS in Kansas City
(M = 14.50, SD = 16.09) as compared to Los Angeles (M = 10.48, SD = 9.94).
Descriptive statistics of primary predictor and outcome variables (STS and indirect
trauma exposure) by school type are presented in Table 5. One-way analyses revealed
that there were no differences in STS or indirect trauma exposure by type of school (e.g.,
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elementary school, middle school, or high school; F(3,129) = .114, p = .952 and
F(3,129) = 1.71, p = .169, respectively).
Aim 1: To characterize teachers’ indirect exposure to students’ traumatic
experiences and related secondary traumatic stress.
Indirect Exposure to Student Trauma. Descriptive statistics (e.g., frequencies,
means, standard deviations) were generated to examine the prevalence of indirect
exposure to students’ traumatic events among teachers (see Figure 6). Descriptive
statistics for total indirect trauma exposure by region are presented in Table 4.
Approximately 92% of teachers endorsed indirect exposure to at least one type of
traumatic event experienced by their students. On average, teachers were indirectly
exposed to approximately 13 different types of traumas experienced by their students (M
= 13.30, SD = 7.98). Indirect exposure was examined more specifically within three
different types of exposure: 1) witnessed the traumatic event happen directly to the
student, 2) hearing directly from the student about their traumatic experience, or 3)
hearing from a third party (e.g., another teacher, a parent) about a student’s traumatic
experience. Approximately 69% of the sample reported witnessing a traumatic event
happen directly to a student. Additionally, 88% of teachers reported hearing directly from
the student about their traumatic experience. Lastly, 83% of the sample reported hearing
about a student’s traumatic experience through a third party. Within each of these
exposure categories, the average number of the types of events to which teachers were
exposed was as follows: 1) witnessed directly: M = 2.67 (SD = 2.96), 2) heard directly: M
= 5.40 (SD = 4.11), and 3) heard from a third party: M = 5.24 (SD = 4.27). When
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examining overall chronicity of indirect exposure to student trauma (i.e., how frequently
they interacted with students who have experienced at least one of the potentially
traumatic events on the list), 48.1% of teachers reported “every day,” 11% reported
“frequently” (multiple times per week), 7.4% reported “often” (multiple times per
month), 11.9% reported “occasionally” (multiple times per semester), 14.8% reported
“rarely” (few times a year), 5.9% reported “almost never” (less than once per year), and
0.7% reported “never” (Overall M = 5.45, SD = 1.79; overall range = 0 – 6).
Secondary Traumatic Stress Among Teachers. To better understand STS
among teachers, we calculated descriptive statistics (e.g., means, standard deviations, and
frequencies) of teachers’ endorsement of individual STS symptoms, STSS subscales, and
overall STSS score (see Tables 6 – 9). Descriptive statistics for secondary traumatic
stress were also generated by region (see Table 3).
Regarding individual STS symptoms (see Tables 6 and 7), the two symptoms with
the highest averages across teachers were: 1) intrusive thoughts about students’ trauma or
conversations with student about their trauma (M = 3.37, SD = 1.01) and 2) psychological
distress when reminded of students’ trauma (M = 2.90, SD = 1.13). Conversely, the two
symptoms with the lowest averages across teachers included 1) gaps in memory related to
students’ trauma (M = 1.36, SD = 0.82) and 2) desire to avoid interactions with students
who experienced trauma (M = 1.43, SD = 0.78). These results were identical across
DSM-IV STSS and DSM-5 STSS versions.
When examining STS subscales based on DSM-IV criteria (see Table 8), results
demonstrated that 86.7% of teachers met diagnostic criteria for the intrusive cluster
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(criterion B), 25.9% met criteria for the avoidance cluster (criterion C), and 51.1% met
criteria for the arousal cluster (criterion D). Results yielded mean subscale scores of:
Intrusive: M = 12.33 (SD = 4.29), Avoidance: M = 12.99 (SD = 5.16), and Arousal: M =
11.60 (SD = 4.68). According to the DSM-5 STSS, the following proportions of teachers
met diagnostic criteria within each symptom cluster: intrusive (criterion B): 86.7%,
avoidance (criterion C): 23.7%, negative cognitions and mood (criterion D): 45.9%, and
arousal (criterion E): 51.1% (see Table 8). Descriptive statistics produced mean subscale
scores of: Intrusive: M = 12.33 (SD = 4.29), Avoidance: M = 3.11 (SD = 1.41), Arousal:
M = 13.03 (SD = 5.10), and Negative Cognitions and Mood: M = 13.44 (SD = 5.92).
The frequency with which teachers met criteria for PTSD related to indirect
trauma exposure was examined utilizing DSM-IV and DSM-5 diagnostic criteria and
symptom severity cut-off scores (see Table 9). Relying on DSM-IV diagnostic criteria,
STSS scores revealed that 23.0% of teachers were experiencing STS symptoms that were
consistent with a diagnosis of PTSD (mean total score = M = 36.93, SD = 12.31).
Similarly, based on DSM-5 diagnostic criteria, STSS scores indicated that 17.0% of the
sample was experiencing symptoms that likely met criteria for PTSD (mean total score =
M = 41.91, SD = 14.38). When examining estimated rates of PTSD utilizing the symptom
severity cutoff value identified within the normative sample of clinical social workers
(Bride, 2007), 43.7% of the current sample exceeded the recommended cut-off value,
suggesting clinically significant PTSD due to STS. Lastly, relying on scoring and items
aligned with PCL-5, 20.7% of teachers exceeded the PCL-5 symptom severity cut-off
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score, indicating that their symptoms met criteria for a provisional diagnosis of PTSD
(Weathers et al., 2013).
In order to further interpret teachers’ symptomology, DSM-IV STSS scores were
explored within five levels of STS severity as outlined within the normative sample
(Bride, 2007). Within this study’s sample, 15.6% of teachers fell in the “severe STS”
range, 8.1% were in the “high STS” range, 20.0% endorsed symptoms in the “moderate”
range, 34.8% were in the “mild” range, and 21.5% fell in the “little to no STS” range.
Aim 2: To examine the relationship between indirect exposure to student trauma
and secondary traumatic stress and test individual-, interpersonal-, and
organizational-level factors that may moderate this relationship.
Prediction of STS. In order to explore the hypothesized relationships between
STS and indirect exposure to trauma, individual-, interpersonal-, and organizational-level
factors, hierarchical linear regressions were conducted in Mplus. Direct trauma exposure
was added as a covariate in all models described below.
First, a linear regression model was constructed to examine the hypothesized
relationship between indirect exposure to trauma and STS. One model was constructed to
examine the relationship between STS and the three indirect trauma exposure subscales
(see Table 10), whereas a separate model included total indirect trauma exposure as the
predictor (see Table 11). Regarding indirect student trauma exposure, only one of the
three subscales – “Heard about the event directly from student” – significantly predicted
STS, with increased indirect trauma exposure being related to increased STS levels (β =
0.21, p < .01). Separately, total indirect trauma exposure was found to significantly
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predict increased levels of STS (β = 0.16, p < .05). Results indicated that the “heard
directly” subscale was likely driving the significance of the relationship between overall
indirect trauma exposure and STS. It was therefore decided that the “heard directly”
subscale would be utilized as the indirect trauma exposure variable for subsequent
regression models. Of note, all subsequent models were later generated using the overall
indirect trauma exposure in place of the “heard directly” subscale, which yielded similar
results (i.e., no changes to the strength or significance of the relationships).
Next, we tested the hypothesized relationships between individual-, interpersonal, and organizational-level variables and STS. Two of the variables, self-efficacy and
social support, consist of subscale scores but no overall score. Thus, the significance and
strength of the relationship between each subscale score and STS were examined and
subscale scores that significantly predicted STS were retained for the final model.
Specifically, a significant relationship was found between general teaching self-efficacy
and STS (β = 0.192, p < .05), though not between personal teaching self-efficacy and
STS (β = -0.140, p = .15; see Table 12). Thus, general teaching self-efficacy was retained
as part of the final regression model. The relationships between STS and social support
within and outside school were also examined. When the relationship between each
social support variable and STS were examined in separate models, both social support
within school and social support outside school were significant predictors of STS (β = 0.286, p < .01 and β = -0.210, p < .01, respectively). However, when accounting for the
influence of both types of social support by including the two variables in the same
regression model, analyses revealed that social support within school significantly
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predicted unique variance in STS (β = -0.397, p < .01), while social support outside
school did not (β = -0.082, p = .33; see Table 13); therefore, only social support within
school was retained for the final regression model.
Next, separate linear regression models were constructed to examine the
significance and strength of each factor’s relationship with STS. Predictors that
demonstrated significant relationships with STS were included in the final regression
model (see Table 14). The final linear regression model included five predictors –
indirect trauma exposure (heard directly from student subscale), general teaching selfefficacy, teacher commitment, overall organizational health, and social support at school
– and one covariate (direct trauma exposure). Among these predictors, indirect trauma
exposure, general teaching self-efficacy, teaching commitment, social support at school,
and direct trauma exposure (control variable) uniquely predicted STS. Consistent with
hypotheses, STS was positively predicted by indirect trauma exposure (β = 0.130, p <
.05) and direct trauma exposure (β = 0.169, p < .05) and negatively predicted by teaching
commitment (β = -0.291, p < .01) and social support at school (β = -0.211, p < .05).
Contrary to expectations, as general teaching self-efficacy increased, STS increased as
well (β = 0.208, p < .001). Also inconsistent with hypotheses, overall organizational
health did not significantly predict STS within the final model (β = 0.026, p = .741). As a
reminder, however, when examined in a separate regression model, without the influence
of other predictors, overall organizational health did significantly negatively predict STS
(β = -.212, p <.01). Similarly, bivariate correlations demonstrated that organizational
health was significantly negatively related to STS (see Table 15).
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Possible Moderating Effects of Individual-, Interpersonal-, and
Organizational-Level Factors. The current study’s hypotheses regarding the possible
moderating effects of the individual-, interpersonal-, and organizational-level
risk/protective factors on the relationship between indirect trauma exposure and STS
were also examined. To test these hypotheses, interaction terms representing the
interaction between secondary trauma exposure to student trauma and each of the
previously described variables were included in the model. The possible moderating
effect of each interaction term was first examined within a regression model that included
only secondary trauma exposure, STS, personal trauma, the possible moderator, and the
interaction term. The appropriateness of including a moderator in the model was
evaluated by considering whether the interaction term significantly predicted STS. No
significant moderating effects were identified for any of the proposed risk or protective
factors. A second series of moderation models were also run utilizing the overall indirect
trauma exposure variable in place of the subscale; analyses yielded comparable results.
Aim 3: Examining Teachers’ Attitudes Toward Trauma-Informed Care in Schools
and Associated Factors.
Alignment of Teachers’ Attitudes with TIC. In order to examine teachers’
attitudes related to TIC in schools, we conducted descriptive statistics based on teachers’
responses on the ARTIC. The mean score on the ARTIC total scale was 5.25 (SD = .66),
on a scale that ranged from 0 to 7 (with higher scores indicating more TIC-aligned
attitudes). Average scores across the five subscales were generally comparable with some
variability; Underlying Causes: M = 5.02 (SD = .86), Responses: M = 5.33 (SD = .84),
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On the Job Behavior: M = 5.44 (SD = .79), Self-Efficacy: M = 5.28 (SD = 1.01),
Reactions: M = 5.18 (SD = .94).
Predicting Teachers’ Attitudes Toward TIC. To test the hypothesis that levels
of STS would be related to how favorably teachers perceive TIC, a path analysis model
was conducted in Mplus. The six variables from the final model established in Aim 2
were included in the model, along with the five ARTIC subscales. Hypothesized
pathways between the six predictor variables and each of the ARTIC subscales were
tested. Correlations within the ARTIC subscales and between the predictor variables were
also included in the model. Model fit indices were examined as well as the significance
and strength of the pathways. As expected, model fit indices indicated that the initial
saturated model, with all variables in the model predicting all other variables, produced
these fit indices: χ2 (0) = 0.000, p = .0000; CFI = 1.000; RMSEA = 0.000; SRMR = 0.000
(see Figure 7). Pathways between predictors and outcome variables that were statistically
significant (p < .05) were retained. After removing predictors that did not significantly
predict any of the five outcome variables, model fit indices for this trimmed model were
examined. These model fit indices demonstrate that the model provided a good fit to the
data: χ2 (13) = 19.084, p = 0.1205; CFI = .983; RMSEA = 0.059; SRMR = 0.087 (see
Figure 8).
Results demonstrated that the Underlying Causes subscale was predicted by STS,
general teaching self-efficacy, and social support at school. Specifically, all three
variables positively predicted TIC-aligned beliefs around underlying causes of students’
behaviors (STS: b = 0.173, p < .01; general teaching self-efficacy: b = 0.567 p < .001;
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social support at school: b = 0.215, p < .01). Additionally, general teaching self-efficacy
predicted more TIC-favorable beliefs on the Responses subscale (b = 0.439, p < .001).
Findings indicated that greater TIC-aligned beliefs about On the Job Behavior was
predicted by teaching self-efficacy (b = 0.345, p < .001) and social support at school (b =
0.230, p < .01). The Self-Efficacy subscale was predicted by STS, general teaching selfefficacy, teacher commitment, social support at school, and direct trauma exposure.
Specifically, general teaching self-efficacy (b = 0.269, p < .001), teacher commitment (b
= 0.389, p < .001), and social support at school (b = 0.211, p < .05) predicted attitudes
more favorable towards TIC attitudes around self-efficacy. Interestingly, direct trauma
exposure (b = 0.138, p < .05) also predicted more TIC-favorable attitudes around selfefficacy whereas STS predicted less TIC-favorable attitudes (b = -0.329, p < .001).
Lastly, social support at school and general teaching self-efficacy predicted more TICfavorable attitudes on the Reaction subscale (b = 0.404, p < .001 and b = 0.266, p < .01,
respectively).
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CHAPTER FOUR: DISCUSSION
Aim 1: To characterize teachers’ indirect exposure to students’ traumatic
experiences and related secondary traumatic stress.
Indirect Exposure to Student Trauma. The present study examined the
prevalence of indirect exposure to students’ traumatic experiences among teachers.
Though few studies have documented this phenomenon, research has documented that
youth in the United States are exposed to high rates of trauma (Finkelhor, Turner,
Shattuck, Hamby, & Kracke, 2015); thus, we expected that teachers would experience
relatively high rates of indirect exposure to trauma. Results generated support for this
hypothesis. In particular, the vast majority of teachers (92%) reported being indirectly
exposed to at least one type of traumatic event experienced by their students. Of note,
across the three types of indirect exposure – 1) witnessed the traumatic event happen
directly to the student, 2) heard directly from the student about their traumatic
experience, and 3) heard from a third party about a student’s traumatic experience –
hearing about the trauma directly from the student was the most common avenue for
indirect exposure. Hearing about a student’s trauma from a third party (e.g., a fellow
teacher, student’s parent) was the second most likely way that teachers were indirectly
exposed to student trauma. Importantly, nearly half the sample (48.1%) reported daily
interactions with students who had experienced trauma. This finding suggests that
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teachers work in an environment in which they are regularly at-risk for learning about
new traumatic experiences of students or hearing about students’ previous traumatic
events multiple times. Further, the act of seeing or interacting with these students on a
daily basis creates a situation in which teachers are surrounded by potential trauma
reminders, which may contribute to secondary traumatic stress reactions due to indirect
trauma exposure. This finding is notable and highlights the need for continued
investigation and intervention to support teachers.
Findings from this study highlight that the prevalence of indirect trauma
experienced by teachers at school is largely comparable to their direct trauma exposure
outside of school. In particular, a slightly smaller proportion of the sample (92%)
experienced indirect trauma exposure at school compared to the percentage who
experienced direct trauma exposure outside of school (97%), though both proportions are
remarkably high. Additionally, the average number of types of traumatic events
experienced by teachers was similar when comparing indirect exposure at school
(witnessed directly: 3 types, heard directly: 5 types, and heard from a third party: 5 types)
to direct exposure in their personal lives (4 types). It is worth noting, however, that the
average number of types of traumatic events teachers experienced was markedly higher
via indirect exposure at school (13 types) than direct exposure in their personal lives (4
types).
Secondary Traumatic Stress Among Teachers. The current study also sought to
contribute to a notable gap in the literature by investigating the prevalence of secondary
traumatic stress among teachers. To better understand this phenomenon, we examined the
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symptom severity, frequency with which diagnostic criteria for probable PTSD due to
indirect trauma exposure were met, and endorsement of STSS subscales and individual
symptoms.
Findings indicate that the majority of teachers (approximately 80%) are
experiencing STS symptom levels that are considered mild or above. Further, almost a
quarter of this study’s sample endorsed experiencing “high” to “severe” levels of STS.
Results also suggest that a relatively high proportion of teachers are experiencing STS
symptoms consistent with a diagnosis of PTSD. Indeed, approximately 20 – 40% of the
sample met criteria for a provisional diagnosis of PTSD, depending on the criteria
utilized. When considering diagnostic criteria, around 17% of teachers met probable
diagnostic criteria for PTSD according to the DSM-5 and 23% of teachers likely met
criteria based on the DSM-IV. Similarly, symptom severity cut-off scores based on the
PCL-5 indicated that one-fifth of the sample struggled with clinically significant
symptoms of PTSD due to indirect student trauma exposure. The highest estimate of
PTSD (44%) related to indirect trauma within the sample emerged when utilizing the
symptom severity cut-off value identified within the normative sample of clinical social
workers (Bride, 2007).
Comparing results to STS among teachers in other samples is limited by the
paucity of research in this area. Based on the few published and unpublished studies on
STS among teachers, these estimates fall somewhere in the middle. One unpublished
study (Hydon, 2016) found that K-12 teachers in an urban school district experienced
“extremely low” levels of STS. Results from a second unpublished study (Simon, 2019)
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yielded PTSD rates of less than 16% among K-8 teachers from six urban public charter
schools. In contrast, Borntrager and colleagues (2012) found that 75% of their sample of
school staff met criteria for PTSD due to indirect student trauma exposure compared to
20 – 40% of this study’s sample. It is possible that PTSD rates due to STS in the current
sample diverged notably from Borntrager and peer’s study because of differences in the
sample and recruitment. Specifically, Borntrager and colleagues’ sample was not limited
to teachers; rather, it included a range of school personnel (in-school social workers,
counselors, paraprofessionals, teachers, etc.), some of whom may experience STS
differently than teachers. In addition, the study’s survey was administered as part of a
voluntary training on STS and self-care, which may have attracted a higher number of
individuals experiencing STS symptoms. For broader comparison, however, twelvemonth prevalence of PTSD due to trauma exposure in the adult population in United
States is around 3.5% (Kessler, Chiu, Demler, & Walters, 2005). Additionally, more
extensive research conducted on STS within other professions indicates that prevalence
of PTSD due to STS within this study are comparable to PTSD rates among helping
professionals, such as social workers (15-50%; Bride, 2007; Caringi & Hardiman, 2012;
Caringi et al., 2017), child protective service workers (34%; Bride, Jones, & MacMaster,
2007), substance abuse counselors (19%; Bride, Smith Hatcher, & Humble, 2009),
juvenile justice teachers and staff (39%; Hatcher Smith, Bride, Oh, Moultrie King, &
Franklin Catrett, 2011), and military mental health care providers (33%; Kintzle, Yarvis,
& Bride, 2013).
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It is worth noting that mental health professionals are often trained in preventing,
recognizing, managing or seeking treatment for their STS symptoms related to their work
with clients, and are likely aware that STS is a potential “hazard” of working in the
profession. Further, mental health workers are often part of a professional network in
which their colleagues and supervisors provide a source of understanding and support
related to experiencing STS through their work. In contrast, it is likely that teachers are
less aware of this possible side effect of their work, are not well-equipped to prevent,
identify, and manage symptoms, and lack formal support from their workplace or
professional network.
Results demonstrating the endorsement of PTSD symptom clusters and individual
STS symptoms offer further insight into understanding teachers’ experiences in working
with students exposed to trauma. Indeed, certain PTSD symptom clusters were found to
be especially common among teachers following indirect exposure to student trauma. In
particular, intrusion and arousal (criteria B and D) were the most frequently endorsed
clusters (86.7% and 51.1%, respectively) across both DSM-IV and DSM-5 guidelines.
Avoidance (criterion C), on the other hand, was the least frequently endorsed cluster
across both DSM-IV (26%) and DSM-5 (24%). Regarding DSM-5 criteria, rates of
endorsement for negative cognitions and mood (criterion D) fell in the middle (46%).
Following a similar pattern, the most commonly endorsed individual symptoms were
within the intrusion cluster while the least commonly endorsed symptoms were within the
avoidance cluster. Specifically, the two symptoms that teachers reported experiencing
most often were: 1) “intrusive thoughts about students’ trauma or conversations with
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student about their trauma” and 2) “psychological distress when reminded of students’
trauma.” Conversely, “gaps in memory related to students’ trauma” and “desire to avoid
interactions with students who experienced trauma” were experienced least often. These
results were consistent across DSM-IV and DSM-5. Within the normative sample of
social workers (Bride, 2007), for comparison, the intrusion cluster was also the most
commonly endorsed, followed by avoidance and arousal (which were equally endorsed).
At the symptom level, social workers experienced “intrusive thoughts related to work
with clients,” “desire to avoid clients,” and “irritability” with the greatest frequency. “A
sense of reliving the client’s trauma” and “disturbing dreams about clients” were
experienced the least often. It is interesting that intrusive thoughts were commonly
experienced across both samples, however, the desire to avoid clients was markedly
different. One explanation for this difference is that teachers are unable to avoid frequent
interaction with students because it is inherent in their job responsibilities. Daily
exposure to students who have experienced trauma may increase the number of trauma
reminders and likelihood of intrusive symptoms (e.g., intrusive thoughts about the
students’ trauma or conversations with the student about their trauma).
Aim 2: To examine the relationship between indirect exposure to student trauma
and secondary traumatic stress and test individual-, interpersonal-, and
organizational-level factors that may moderate this relationship.
Prediction of STS Levels. The second overarching goal of present study was to
investigate the relationship between indirect exposure to trauma and secondary traumatic
stress. While very few empirical studies have examined this relationship among teachers,
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extant research within other professions informed our hypothesis that levels of indirect
exposure to students’ trauma would positively predict levels of secondary traumatic
stress. Consistent with our hypothesis, overall indirect exposure to student trauma
predicted increased levels of secondary traumatic stress among teachers. Examination of
the specific types of exposure revealed that hearing about the event directly from the
student was a significant positive predictor of secondary traumatic stress. In contrast,
witnessing the event happen to a student and hearing about a student’s traumatic
experience from a third party (e.g., a fellow teacher, a parent, etc.) were not significantly
related to secondary traumatic stress.
The significant positive relationship between overall trauma exposure and STS is
consistent with theory on the development of STS (e.g., Dutton & Rubinstein, 1995;
Figley, 1995; MacRichie & Leibowitz, 2010). It also aligns with empirical research
examining this relationship among a variety of other helping professions (e.g., Bride,
2007; Perez et al., 2010). To the author’s knowledge, however, this study is the first to
examine the relationship between certain types of indirect trauma exposure and STS
among teachers. The significant relationship between hearing about student trauma
directly from the student and STS above and beyond the other indirect exposure types
suggests that there may be something unique about this avenue. Indeed, it could be that
hearing about the trauma directly from the student is an especially salient experience for
teachers – involving detailed trauma descriptions or intense emotional reactions from the
student during the telling. Further, as noted previously, regular interaction with the
student following disclosure may represent a stronger trauma trigger for STS reactions
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(e.g., intrusive thoughts) than if the teacher hears about it from a third party. It is
surprising that directly witnessing student trauma is not predictive of STS. Low rates of
this type of exposure among this sample could be one explanation for why a direct effect
on STS was not detected. Taken together, our findings highlight that type of indirect
exposure is important to consider when attempting to understand the development of STS
symptoms in teachers.
This study also considered the relationship between secondary traumatic stress
and individual-, interpersonal-, and organizational-level factors. We hypothesized that
self-efficacy, teacher commitment, social support, and school organizational health would
be negatively associated with secondary traumatic stress. In contrast, we predicted that
empathy would be positively related to secondary traumatic stress. As expected, teacher
commitment and social support at school were significant negative predictors of STS.
Contrary to our hypothesis, self-efficacy was found to positively predict symptoms of
STS. Empathy and overall organizational health were not significant predictors of STS
levels within this sample, which was unexpected.
The negative relationships between STS and teacher commitment and social
support at school are generally consistent with prior theoretical and empirical findings.
Regarding teacher commitment and STS, results from the current study substantiate the
very limited research on this relationship within schools (i.e., Borntrager et al., 2012).
Importantly, our study builds on the findings of Borntrager and colleagues (2012) by
measuring teacher commitment with a multi-item rather than single-item scale; thereby,
reducing concerns inherent in single-item scales (e.g., content validity, sensitivity, and
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reliability). The current study’s results also converge with research on job
commitment/satisfaction and STS among other professionals (e.g., Bride & Kintzle,
2011). Future investigations utilizing longitudinal data will be important for continuing to
understand the temporal nature of this relationship (i.e., does teacher commitment
contribute to decreased STS or does STS reduce subsequent teacher commitment?). With
regard to STS and social support at school, our results are consistent with previous
research on peer social support and STS among helping professionals, such as child
protective service workers (Meyers & Cornille, 2002) and social workers (Bride, Jones,
& MacMaster, 2007; Choi, 2011). Interestingly, our findings diverge from those of
Borntrager and peers (2012), who found that peer social support was not significantly
predictive of STS among school personnel. This contrast could be due to differences in
the amount and satisfaction of peer social support among K-12 teachers versus school
personnel broadly. For example, teachers may feel connected and supported by the large
number of other teachers in the school, while staff who make up a smaller portion of the
personnel (e.g., paraprofessionals, school counselors, administrators) may have fewer
colleagues with whom they closely connect. Another explanation is that the current
study’s utilization of a multi-item measure of social support, rather than Borntrager and
colleague’s single-item measure, allowed us to more fully capture teachers’ social
support at school and, thus, the relationship between social support and STS.
The fact that as general teaching self-efficacy increased, so too did levels of STS
is unexpected and contrary to most literature on the relationship between self-efficacy
and STS among helping professions, such as rescue workers (e.g., Prati, Pietrantoni, &
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Cicognani, 2010) or school counselors (Rumsey, 2017). Additionally, while the
association between self-efficacy and STS among teachers has not been empirically
studied, constructs similar to STS, such as teacher stress (Nishizaka, 2002) and burnout
(Brouwers & Tomic, 2000) have also been negatively linked to self-efficacy. One
explanation for this study’s finding is that teachers who believe in high teacher selfefficacy in general (i.e., believing that a teacher has the capability of successfully
teaching students despite environmental influences) may feel distressed by their lack of
ability to control these students’ upsetting experiences outside school or adequately
support students exposed to trauma. This misalignment of perceived ability and
demonstrated ability may be particularly salient in relation to STS as compared to
previously explored constructs, like teacher stress and burnout, given that STS is directly
linked with indirect exposure to student trauma. Additionally, it is worth noting that
studies examining STS and self-efficacy among other helping professions typically
examined the participants’ self-efficacy at work, specifically. Given that helping
professionals often receive more training on how to support individuals exposed to
trauma as part of their job and may consider trauma exposure a central part of their
professional work, their self-efficacy at work may align more with their actual abilities
and thus be related to a decrease in distress/STS.
The absence of significant relationships between STS and empathy and
organizational health was contrary to expectations. The relationship between empathy
and STS has long perplexed this field of research. Indeed, empathy’s paradoxical nature
is highlighted in the range of inconsistent results indicating both positive (e.g., Badger,
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Royse, and Craig, 2008) and negative (e.g., Wagaman et al., 2015) associations between
empathy and STS among helping professions. Given the inconsistent literature base
among helping professions and shortage of research among teachers, further research is
needed to determine whether the lack of significance is unique to this sample or evidence
that empathy is less relevant when understanding STS among teachers. Additionally, it
may be that a more nuanced conceptualization and measurement of empathy is necessary
for identifying specific aspects or circumstances under which empathy serves as a
promotive or risk correlate. The fact that organizational health was not significantly
related to STS within our sample was surprising and contradicts other research in this
general domain (e.g., Shernoff et al., 2011; Ouellette et al., 2018). It is worth noting,
however, that while organizational health did not predict STS when taking into account
the influence of other predictors, organizational health was significantly related to STS
when the relationship was examined independently. Thus, though not as impactful
relative to other predictors, organizational health is likely still an important factor to
consider when understanding and intervening around teachers’ experiences with STS.
Possible Moderating Effects of Individual-, Interpersonal-, and
Organizational-level Factors. Additionally, in an effort in better comprehend variability
of levels of STS among teachers following indirect trauma exposure, this study
considered whether these factors might moderate the relationship between indirect
exposure to students’ trauma and STS. We expected that self-efficacy, teacher
commitment, social support, and school organizational health would buffer the
relationship between indirect trauma exposure and STS, while empathy would exacerbate
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this association. Results did not support our hypothesis that these factors would
significantly explain the variability in levels of STS among teachers after indirect
exposure to student trauma. While this finding is inconsistent with prior research among
other professions, it remains an important contribution to the literature. Specifically, this
result highlights the need to continue exploring whether other, more salient, factors exist
that attenuate or exacerbate the relationship between indirect trauma exposure and STS
among teachers. Importantly, longitudinal research is especially important to truly
understand risk and protective processes. Identification of these potential risk or
protective mechanisms will be valuable for informing future intervention aimed at
supporting teachers experiencing STS.
Aim 3: Examining Teachers’ Attitudes Toward Trauma-Informed Care in Schools
and Associated Factors.
Alignment of Teachers’ Attitudes with TIC. As an increased number of schools
recognize the value or perhaps, necessity, of adopting TIC, the involvement of key
stakeholders (e.g., principles, counselors, teachers, staff) will likely be essential for
successful implementation. Teachers, in particular, may play a fundamental role in TIC
implementation considering their frequent interactions with students, influence on
classroom culture, and facilitation of mental health intervention referrals for students. A
first step of understanding and supporting teachers and their roles within TIC schools was
to examine teachers’ experiences with STS, as described above. Another important step
toward advancing the literature and facilitating TIC implementation among schools was
to investigate teachers’ attitudes toward TIC – a precursor for TIC-aligned behaviors
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(Ajzen, 1991; Fixsen et al., 2009). Thus, an initial focus of Aim 3 was to explore the
extent to which teachers’ attitudes aligned with trauma-informed care. Due to the paucity
of research on teachers’ attitudes toward TIC, this objective was largely exploratory and
descriptive in nature. Overall, teachers’ attitudes tended to be more favorably aligned
with TIC than not. Teachers’ responses indicated that their attitudes remained fairly
consistent across the five TIC-related attitude subscales. Within these subscales, attitudes
toward underlying causes were the least well aligned with TIC while attitudes related to
on the job behavior were most closely aligned with TIC.
Predictors of Teachers’ Attitudes Toward TIC. As a more central focus of this
aim, we investigated the relationship between TIC-related attitudes and STS as well as
individual-, interpersonal-, and organizational-level factors. We examined these
relationships across the five subdomains of TIC-relevant attitudes: 1) Underlying causes
of problem behaviors and symptoms, 2) Responses to problem behavior and symptoms,
3) On-the-job behavior, 4) Self-efficacy at work, and 5) Reactions to the work.
Results demonstrated that TIC-aligned attitudes about the underlying causes of
students’ problem behaviors were positively predicted by STS, general teaching selfefficacy, and social support at school. Additionally, TIC-favorable beliefs about
responses to students’ problem behaviors were positively predicted by general teaching
self-efficacy. Results also demonstrated that beliefs about how teachers should behave at
work were more aligned with TIC as general teaching self-efficacy and social support at
school also increased. Further, more TIC-favorable attitudes about self-efficacy of
working with trauma-exposed students at school was positively predicted by general
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teaching self-efficacy, teacher commitment, social support at school, and direct trauma
exposure. In contrast, TIC-aligned beliefs about self-efficacy of working with traumaexposed students at school were negatively predicted by STS. Finally, as attitudes about
the effects of vicarious trauma and ways to cope became more TIC-aligned, social
support at school and general teaching self-efficacy increased as well.
Several interesting findings emerged that warrant further consideration. First, STS
was the only predictor to have both negative and positive associations with subscales of
TIC-related attitudes. As STS increased, beliefs about self-efficacy of working with
trauma-exposed students became less trauma-informed, while beliefs about the
underlying causes for students’ problem behaviors and symptoms became more traumainformed. These results suggest that teachers experiencing greater symptoms of STS,
which represents additional psychological burden, may feel that teachers are less capable
of meeting the demands of working with students exposed to trauma. On the other hand,
teachers experiencing STS symptoms may be especially adept at understanding the
impact of trauma and this may align with views that students’ problem behaviors could
stem from external factors, such as exposure to difficult life events. Despite the lack of
research on STS and TIC-related attitudes, results from a recent study by ChristianBrandt and peers (2020) yielded comparable findings. Though slightly different, the
study examined the relationship between STS and perceived effectiveness of a TIC
training and TIC program implementation at their schools (e.g., “Since the
implementation of trauma-informed care, have you noticed positive changes in…”).
Results indicated that STS positively predicted teachers’ perception of TIC training and
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program implementation. Taken together, it appears that STS may provide both
advantages (e.g., broader understanding of problem behaviors in context of trauma) and
disadvantages (diminished sense of ability to help trauma-exposed students) in the
context of teachers’ attitudes toward TIC implementation. In addition to providing
necessary support and intervention for teachers experiencing STS, these findings
underscore the need to harness any possible benefits of STS for teachers already
experiencing STS while working to minimize the detrimental effects. Such efforts will
likely be important not only for the wellbeing of teachers but also for the successful
implementation of TIC programs in schools.
Of additional interest, general teaching self-efficacy positively predicted all five
TIC-relevant attitudes and social support at school positively predicted all but one
subscale (Responses to problem behaviors). In other words, as teachers experience
increased beliefs about teachers’ efficacy in successfully doing to their job and greater
social support at school, they also experience more trauma-informed attitudes. One
interpretation for these findings is that self-efficacy and social support at school offer
internal and external supports that boost teacher wellbeing and enable them to have the
mental resources to adopt new, trauma-informed viewpoints around student and teacher
behaviors. It could also be the case that embracing trauma-informed attitudes increases
teachers’ teaching self-efficacy and social support at school. For example, teachers who
learn to utilize a trauma lens when considering student behavior (e.g., believing that
students are malleable and influenced by external factors rather than fixed and based on
internal conditions) or teacher responses (e.g., building safe, healthy, flexible
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relationships) may feel that teachers, including themselves, are more capable at their job.
Additionally, the adoption of trauma-informed attitudes may create an environment in
which teachers build greater connections with colleagues at work. These findings are
particularly striking as they highlight how school-wide TIC, with its emphasis on
fostering this type of supportive environment in general, may already be well-poised to
support teachers’ needs. Importantly, it also appears that a broadening of the focus of TIC
programs to truly emphasize and address the needs of teachers not only has the potential
to not enhance teacher wellbeing but also increase the success of TIC implementation.
Limitations
Several limitations of the present study should be noted. First, due to the crosssectional design, we were unable to draw conclusions about the directionality and
causality of associations identified within this study. Future studies should build upon the
current study’s findings by utilizing longitudinal data to continue investigating this area
of research. In addition to highlighting causality, longitudinal data may reveal that certain
hypothesized moderators that did not produce significant results within this study, emerge
as moderators when examining the relationship between indirect trauma exposure and
STS longitudinally. Additionally, reliance on self-reported survey data increase concerns
about common-method variance. While the reliance on self-report data makes sense when
studies aim to examine teacher perspectives, inclusion of multiple methods of assessment
would strengthen future studies. Further, although the study relied on a wide variety of
recruitment methods (e.g., emails, announcements at school, word of mouth through
teachers, social media), the exact avenue through which teachers learned of the study was
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not collected; thus, issues with sampling bias (i.e., self-selection) cannot be ruled out.
Future research should seek to replicate this work to confirm the generalizability of these
findings. While this study took an important first step in documenting the types of
indirect trauma exposure experienced by teachers, it may also be informative to measure
the average number of indirect exposures during a time frame (e.g., one week/month) and
teachers’ ratings of the severity of student trauma. Additionally, the current study did not
assess for whether schools had previously established TIC programs; it may be important
to examine differences in findings across TIC and non-TIC schools or to utilize the
information as a control variable. Lastly, research on STS among teachers remains
concerningly limited (e.g., Borntrager et al., 2012; Caringi et al., 2015), thus, replication
studies are warranted to substantiate these results and increase generalizability.
Implications for Trauma-Informed Care in Schools
This study fits well within a broader national movement toward advancing
trauma-informed care for youth across sectors, including education, healthcare, mental
health, child welfare, and juvenile justice systems (e.g., Ko et al., 2008). Over the past
decade, trauma-informed schools, specifically, have gained increased attention as
effective avenues for responding to the needs of trauma-exposed youth and attenuating
the impact of trauma on students (Rolfsnes & Idsoe, 2011). These trauma-informed
efforts, whether aimed at specific students or implemented schoolwide, focus almost
entirely on student symptoms and outcomes.
While such interventions are laudable and impactful, this study’s findings
elucidate that TIC in schools, as it is currently conceptualized, may be lacking a key
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component. Specifically, the documentation of indirect exposure to student trauma and
related STS among teachers suggests that it is time to consider the ways in which TIC in
schools applies to teachers as well – not just as implementers of TIC but also as recipients
of the approach themselves. In particular, trauma-informed schools rely on four key
assumptions: 1) realizing the impact trauma has on student learning and behavior at
school, 2) recognizing the signs of student trauma exposure and trauma symptoms, 3)
responding to the needs of trauma-exposed students, and 4) preventing students from retraumatization at school (SAMSHA, 2018). What if trauma-informed schools applied
these same assumptions to teachers in order to effectively respond to their needs and
experiences related to secondary trauma? For example, trauma-informed schools could
build upon their current practices to ensure that teachers 1) recognize signs of STS, 2)
understand the impact STS has on their personal and professional wellbeing, 3) determine
a unified response to addressing the needs of teachers experiencing STS, and 4) integrate
procedures that prevent teachers from re-traumatization.
Certain TIC school programs have incorporated valuable initial efforts to support
teachers’ needs, such as one-time trainings on secondary trauma symptoms or
professional development on self-care. Implementation science, however, has shown that
simply improving awareness or offering specific strategies is often not sufficient for
creating sustainable change through intervention (Metz, Naoom, Halle, & Bartley, 2015;
Nadeem & Ringle, 2016). Thus, rather than relying on periphery interventions for
teachers, trauma-informed schools may benefit from pursuing a more comprehensive,
integrated service delivery model that addresses the needs of both teachers and students.
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Building on multi-tiered TIC programs developed for students, schools might offer
supports for teachers at each level of intervention. For instance, a multi-tiered TIC
program might add the following: Tier 1: implementation of universal STS screenings
and schoolwide supports for all teachers’ wellbeing; Tier 2: utilize a trauma lens to
develop preventive/early intervention procedures and supports to respond to emerging
STS at tier 2 (e.g., implement teacher wellness groups, which some programs such as
HEARTS have developed); Tier 3: provide referrals or school-based services for mental
health treatment to formally support teachers with the highest need or most intensive
STS.
Conclusion and Future Directions
High rates of trauma exposure among youth in the United States and its
deleterious effects on students’ socioemotional, behavioral, and academic wellbeing have
been clearly documented. Though interest in trauma-informed schools has increased,
interventions and research remain largely student-centered. Of concern, the existing
literature currently lacks an understanding of teachers’ experiences in working with
trauma-exposed students. This gap is noteworthy not only because of the importance of
learning how to foster teachers’ wellbeing within TIC models but also to understand how
to support teachers’ crucial role in the implementation of TIC in schools.
The present study extends prior research and offers several novel contributions
toward a deeper understanding of teachers’ experiences in working with trauma-exposed
students. First, results suggest that the prevalence of indirect exposure to student trauma
among teachers is remarkably high. Findings emphasize that a notable proportion of
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teachers exposed to student trauma are experiencing symptoms of STS that are consistent
with a diagnosis of PTSD. Notably, the prevalence and severity of STS among teachers
are comparable to those experienced by social workers, rescue workers, and other helping
professionals. Further, this study expands the literature by empirically documenting the
direct relationship between teachers’ indirect exposure to student trauma and STS, above
and beyond the effects of their personal trauma exposure outside of school. Such findings
underscore that indirect exposure to student trauma is a potential professional hazard for
teachers that warrants further attention. Indeed, teachers must receive better preparation
for and support around these potential challenges – similar to the way in which other
professionals who are at-risk of exposure (e.g., mental health workers) receive training
and support. The present study also focuses on exploring individual-, interpersonal-, and
organizational-level factors that predict STS and may reveal multiple points of prevention
and intervention. Specifically, results highlight that exposure to student trauma and
general teaching self-efficacy are related to increases in STS while teacher commitment
and social support are linked to lower levels of STS among teachers. These findings point
to the need for future work to uncover specific mechanisms to better understand these
relationships and inform intervention. Lastly, when considering teachers’ attitudes toward
TIC, several individual-, interpersonal-, and organizational-level factors emerge as being
particularly important in relation to TIC. Of note, STS appears to be related to both
increased favorability toward certain TIC attitudes and decreased favorability toward
other TIC attitudes – highlighting the fact that STS has the potential to serve as either a
barrier or facilitator of establishing TIC-aligned beliefs. Teachers’ general teaching self79

efficacy and social support at school, on the other hand, were consistently related to more
favorable TIC attitudes. This work underscores the need to further understand what
mechanisms might be driving the associations between these risk/protective factors and
specific dimensions of TIC attitudes.
Overall, results of the current study emphasize the importance of continuing to
investigate teachers’ experiences in working with trauma-exposed students. Indeed, it is
evident that teachers are exposed to indirect trauma and endure the effects of such
exposure. Documenting the experiences of teachers on the “front lines” of working with
trauma-exposed students and identifying factors that are closely related to their reactions
to the indirect trauma are important steps taken by this study. An investigation into the
extent to which teachers’ attitudes are trauma-informed and what might impact these
beliefs further contributes to the field’s knowledge base. As research in this domain
grows, it is becoming apparent that, in addition to exploring ways to support TIC
programs as they are currently conceptualized, we must expand our view of TIC and
consider whether TIC might be enhanced and sustained by establishing teachers and their
needs as a more central component of TIC. Future studies will be crucial for continuing
to develop and implement interventions that address teachers’ needs and facilitate their
interest and ability to support TIC within schools.
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APPENDIX A: TABLES
Table 1. Types of Student Trauma to Which Teachers Were Potentially Indirectly
Exposed
Types of Student Trauma
Examples/Descriptions Included with Each Item
1. Death of a close
friend/family member

A student with a parent or close family member
who died

2. Life threatening
illness/medical
condition
3. Witnessing/confronted
with homicide/suicide
of another person

A student diagnosed with cancer

4. Major upheaval
between parents/family

Includes domestic violence, separation, and/or
divorce; A student exposed to domestic violence;
a student is separated from parents due to divorce
or being placed in foster/kinship care

5. Child abuse

Includes neglect, sexual, physical, and/or
emotional abuse from a parent/adult guardian;
A student is not receiving necessary food and
parental monitoring; a student is being beaten at
home

6. Sexual assault

Includes molestation, attempted rape, rape, and/or
sex trafficking by someone other than a
parent/guardian

7. Physical assault

Perpetrated by a peer or someone other than a
parent/guardian; Physical bullying between
students; a student is physically
assaulted/threatened by a peer/community
member

8. Emotional abuse

Perpetrated by a peer or someone other than a
parent/guardian; Verbal bullying between
students; a student experiences an adult telling
them they are worthless

9. Motor vehicle accident

A student experiences a car crash

A student witnessed someone being shot in their
neighborhood; a student’s family member
attempted suicide; you saw a student stab another
student on campus
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10. Fire and/or burns

A student’s apartment building catches fire

11. Natural disaster

A student experiences a hurricane, flood, tornado,
severe thunderstorm

12. Refugee-related
stressors

Includes exposure to war/violence, persecution,
loss of family, and transition and resettlement
issues; A student flees their country of origin
because their family was in danger due to gang
violence, political corruption, etc.

13. Been mugged/robbed or A student is mugged while walking around their
witnessed another
neighborhood; a student sees their sister be
person being
mugged
mugged/robbed
14. Witnessed/heard people
outside their family
fighting, pushing,
hitting, or attacking
each other. Seen/heard
about violence

Includes beatings, shootings, or muggings in
community; A student hears physical violence
occurring between people in the apartment next
door

15. Other
Note. Items 1-12 represent the Secondary Exposure to Childhood Trauma Scale
(SECT; Cieslak, Shoji et al., 2013). Items 13 and 14 were added from the Traumatic
Events Screening Inventory-Parent Report Revised (TESI-PRR).
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Table 2. Descriptive Statistics for Demographic Variables
Variable
N
%
Demographics
Gender
Female
112
83.0
Male
23
17.0
Race/Ethnicity
American Indian/Alaska Native
1
.7
Asian
5
3.7
Biracial/Multiracial
5
3.7
Black/African American
2
1.5
Hispanic/Latinx
20
14.8
White/Caucasian
101
74.8
Other
1
.7
Teaching Variables
Highest Level of Education
Four-year college
28
20.7
Some graduate school
27
20.0
Master’s degree
78
57.8
Doctoral degree
1
.7
Current Employment*
Elementary classroom teacher
52
38.5
Middle school classroom teacher
33
24.4
High school classroom teacher
19
14.1
Special education teacher
28
20.7
ESL teacher
11
8.1
Lives within School Community (i.e., 5 Miles)
Yes
70
51.9
No
65
48.1
Average Number of Students Taught Annually
30 or fewer
78
57.8
31-60
8
5.9
61-90
7
5.2
91-120
17
12.6
121 or more
25
18.5
*Percentages within this category do not equal 100% as participants were able to
choose multiple answers (e.g., special education teacher and elementary school teacher).
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Table 3. Bivariate Correlations Among Primary Variables and Possible Covariates
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Measure

1

2

3

4

5

6

7

8

9

10

11

12

1. Gender

--

2. Direct Trauma
Exposure

-.01

--

3. Indirect Trauma
Exposure: Witnessed
4. Indirect Trauma
Exposure: Heard from
Student
5. Indirect Trauma
Exposure: Heard from
3rd Party
6. Indirect Trauma
Exposure: Total
7. Secondary Traumatic
Stress
8. General Teaching
Self-Efficacy
9. Personal Teaching
Self-Efficacy
10. Teacher
Commitment

.00

.40**

--

-.14

.12

.24**

--

.00

-.16

.11

.32**

--

-.07

.12

.55**

.78**

.74**

--

.06

.33**

.20*

.27**

-.03

.19*

--

.24**

.02

.05

.17

-.02

.11

.15

--

.10

-.01

.12

.11

.03

.12

-.08

.32**

--

.00

-.16

-.15

-.07

-.15

-.18*

-.40**

.24**

.18*

--

11. Empathy

.07

.07

.09

.00

-.21

-.08

.15

.19*

.20*

.18

--

12. Social Support at
School

.04

-.12

-.15

-.16

.02

-.13

-.38**

-.01

.14

.55**

.08

--

13. Social Support
Outside School

.09

-.15

-.13

-.13

-.15

-.19*

-.22*

-.08

.07

.12

.13

.37**

13

--

14

15

16

14. School
Organizational Health

.01

-.11

-.22*

-.26**

-.16

-.30**

-.31**

.11

.07

.56**

.21*

.49**

.04

--

15. Overall TIC-Related
Attitude

.30

-.12

-.04

.08

-.06

.00

-.13

.53**

.39**

.43**

.29**

.40**

.17

.27**

--

16. Indirect Trauma
Exposure: Chronicity

.06

.15

.17*

.39**

.12

.33**

.42**

.25**

.06

-.07

.13

.02

-.15

-.01

.21*

* p < .05. ** p < .01.

--
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Table 4. Descriptive Statistics for Secondary Traumatic Stress and Indirect Trauma
Exposure by Region
Variable
N
M
SD
Secondary Traumatic Stress
Los Angeles, CA
31
35.71
9.94
Denver, CO
27
40.72
13.20
Kansas City, MO
16
49.56
16.09
Lawrence, KS
61
43.57
15.27
Total Indirect Trauma Exposure
Los Angeles, CA
31
10.48
7.57
Denver, CO
27
13.74
7.80
Kansas City, MO
16
14.50
4.26
Lawrence, KS
61
14.23
8.88
Note. STS significantly differed by region F(3,131) = 4.019, p = .009; post-hoc analyses
demonstrated that levels of STS in Los Angeles, CA significantly differed from Kansas
City, KS/MO (p < .05). Total indirect trauma exposure did not differ significantly by
region (F(3,131) = 1.739, p = .162).
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Table 5. Descriptive Statistics for Secondary Traumatic Stress and Indirect Trauma
Exposure by School Type
Variable
N
M
SD
Secondary Traumatic Stress
Elementary School
65
41.88
14.17
Middle School
36
41.19
14.20
High School
26
43.35
16.00
K–8
6
42.33
14.15
Total Indirect Trauma Exposure
Elementary School
65
12.00
7.93
Middle School
36
14.39
7.64
High School
26
15.81
8.16
K–8
6
12.17
8.98
Note. STS and indirect trauma exposure did not differ by school type (F(3,129) = .114,
p = .952 and F(3,129) = 1.71, p = .169, respectively).
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Table 6. Descriptive Statistics of Individual Secondary Traumatic Stress Symptoms based
on DSM-IV STSS
Individual STS Symptoms (DSM-IV PTSD Criteria)
M
SD
Intrusive Symptom Cluster
Intrusive thoughts about students’ trauma
3.37
1.01
Disturbing dreams related to students’ trauma
1.93
1.00
Feeling of reliving students’ trauma
1.91
1.08
Psychological distress when reminded of students’ trauma
2.90
1.13
Physiological reactivity when reminded of students’ trauma
2.21
1.22
Avoidance Symptom Cluster
Desire to avoid interactions with students who experienced
1.43
0.78
trauma
Avoidance of reminders (people/places/things) of students’
1.68
0.89
trauma
Gaps in memory related to students’ trauma
1.36
0.82
Decreased interest/participation in activities
1.87
1.09
Feeling of detachment from others
2.07
1.10
Restricted range of emotions
2.00
1.04
Sense of foreshortened future
2.59
1.21
Arousal Symptom Cluster
Sleep difficulties
2.42
1.18
Irritability/angry
2.59
1.11
Trouble concentrating
2.31
1.15
Hypervigilance
2.42
1.23
Feeling jumpy/easily startled
1.95
1.07
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Table 7. Descriptive Statistics of Individual Secondary Traumatic Stress Symptoms based
on DSM-5 STSS
Individual STS Symptoms (DSM-5 PTSD Criteria)
M
SD
Intrusive Symptom Cluster
Intrusive thoughts about students’ trauma
3.37 1.01
Disturbing dreams related to students’ trauma
1.93 1.00
Feeling of reliving students’ trauma
1.91 1.08
Psychological distress when reminded of students’ trauma
2.90 1.13
Physiological reactivity when reminded of students’ trauma
2.21 1.22
Avoidance Symptom Cluster
Desire to avoid interactions with students who experienced
1.43 0.78
trauma
Avoidance of reminders (people/places/things) of students’
1.68 0.89
trauma
Negative Cognitions & Mood Symptom Cluster
Gaps in memory related to students’ trauma
1.36 0.82
Strong negative thoughts about self, students, the world
2.08 1.19
Blaming self, students or others for students’ trauma
1.86 1.07
Strong negative emotions
2.20 1.11
Decreased interest/participation in activities
1.87 1.09
Feeling of detachment from others
2.07 1.10
Restricted range of emotions
2.00 1.04
Arousal Symptom Cluster
Sleep difficulties
2.42 1.18
Irritability/angry
2.59 1.11
Trouble concentrating
2.31 1.15
Expected something bad to happen
2.33 1.14
Feeling jumpy/easily startled
1.95 1.07
Reckless/self-destructive behavior
1.44 0.78
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Table 8. Descriptive Statistics of Secondary Traumatic Stress Subscales and PTSD
Diagnostic Criteria due to Indirect Exposure to Student Trauma
STS Subscales and Total
M
SD Met Criteria
(%)
DSM-IV STSS
36.93 12.31
23.0
Intrusive Symptom Cluster
12.33 4.29
86.7
Avoidance Symptom Cluster
12.99 5.16
25.9
Arousal Symptom Cluster
11.60 4.68
51.1
DSM-5 STSS
41.91 14.38
17.0
Intrusive Symptom Cluster
12.33 4.29
86.7
Avoidance Symptom Cluster
3.11
1.41
23.7
Negative Cognitions & Mood Symptom Cluster 13.44 5.92
45.9
Arousal Symptom Cluster
13.03 5.10
51.1
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Table 9. Frequencies of Educators Meeting Diagnostic Criteria for PTSD due to Indirect
Exposure to Student Trauma
Type of Criteria Utilized to Determine Likelihood of Clinical
Met Criteria for
PTSD
PTSD (%)
DSM-IV PTSD diagnostic criteria using STSS items
23.0
DSM-5 PTSD diagnostic criteria using STSS items
17.0
DSM-5 PTSD diagnostic criteria using PCL-5 items
16.3
DSM-IV STSS (Bride, 2007) symptom severity cut-off
43.7
DSM-5 PCL-5 symptom severity cut-off
21.0
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Table 10. Regression Model Testing the Effect of Direct and Indirect Trauma Exposure
Subscales on STS
Predictors
B
SE
β
p
Direct Personal Trauma
1.45
.49
.27
.00
Indirect Trauma Exposure (Witnessed
.22
.44
.05
.61
Directly)
Indirect Trauma Exposure (Heard
.73
.23
.21
.00
Directly)
Indirect Trauma Exposure (Heard From
-.14
.28
-.04
.61
Third Party)
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Table 11. Regression Model Testing the Effect of Overall Direct and Indirect Trauma
Exposure on STS
Predictors
B
SE
β
p
Direct Personal Trauma
1.61
.47
.31
.00
Indirect Trauma Exposure (Total)
.27
.12
-.04
.61
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Table 12. Regression Model Testing the Effect of Teaching Self-Efficacy Subscales on
STS
Predictors
B
SE
β
p
General Teaching Self-Efficacy
2.60
1.12
.20
.02
Personal Teaching Self-Efficacy
-2.92
2.02
-.14
.15
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Table 13. Regression Model Testing the Effect of Social Support on STS
Predictors
B
SE
β
Social Support at School
-8.14
1.83
-.40
Social Support Outside School
-1.36
1.40
-0.08
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P
.00
.33

Table 14. Final Regression Model Testing the Effect of Predictor Variables on STS
Predictors
B
SE
β
P
Direct Personal Trauma
1.12
.38
.21
.00
Indirect Trauma Exposure (Heard
.42
.19
.12
.00
Directly)
General Teaching Self-Efficacy
2.30
.64
.23
.00
Teacher Commitment
-5.63
2.03
-.29
.00
Social Support at School
-4.40
1.85
-.21
.01
Overall Organizational Health
.04
.13
.03
.74
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Table 15. Bivariate Correlations between Organizational Health Inventory (OHI) and
DSM-V STS
Measure

1

1. OHI Total

--

2. OHI
Institutional
Integrity
3. OHI Collegial
Leadership
4. OHI Resource
Influence
5. OHI Teacher
Affiliation
6. OHI Academic
Emphasis
7. STSS Total
8. STSS Intrusive
Subscale
9. STSS
Avoidance
Subscale
10. STSS Arousal
Subscale
11. STSS
Negative
Cognitions &
Mood Subscale

2

3

4

5

6

7

8

9

10

.53**

--

.81**

.24**

--

.78**

.21**

.67**

--

.72**

.32**

.43**

.39**

--

.51**

.09

.24**

.28**

.24**

--

-.31**

.19*

-.20*

-.13

-.37**

.18*

--

-.15

-.16

-.13

-.04

-.21*

-.05

.79**

--

-.16

-.17

-.03

-.02

-.26**

-.05

.66**

.44**

--

-.31**

-.14

-.21*

-.16

-.32**

.21*

.90**

.58**

.50**

--

-.36**

.18*

-.22*

.21*

-.40**

.20*

.93**

.58**

.61**

.79**
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APPENDIX B: FIGURES

Figure 1. MacRitchie & Leibowitz, 2010: A Refined Trauma Model for Trauma Workers
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Figure 2. Model of Secondary Traumatic Stress for Teachers
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Figure 3. Direct Effects Secondary Traumatic Stress Model
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Figure 4. Secondary Traumatic Stress Moderation Model
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Figure 6. Proportion of Teachers Indirectly Exposure to Student Trauma
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Figure 7. Saturated Path Analysis Model Testing Direct Effects of Predictors on TIC-Relevant Attitude Subscales
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Note: χ2 (0) = 0.000, p = .0000; CFI = 1.000; RMSEA = 0.000; SRMR = 0.000.

Figure 8. Final Path Analysis Model Testing Direct Effects of Predictors on TIC-Relevant Attitude Subscales
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Note: χ2 (13) = 19.084, p = 0.1205; CFI = .983; RMSEA = 0.059; SRMR = 0.087. All paths depicted by a solid line indicate
significance, p < .05.

